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INTRODUCTION. 



This volume is a careful resum6 of the best 
practical literature of gynecology for the year ending 
February 1, 1903. In the selection and adaptation of 
articles we have had constantly before us the purpose to 
make the work especially helpful to physicians who have 
occasion to treat the diseases of women. During the past 
year there have been few discoveries of clearly great im- 
port. Certain anomalies in anatomy and rare conditions 
in pathology have been recorded in the periodical litera- 
ture, but, not falling within the scope of this work, have 
been omitted. The subject of tumors, which occupied 
considerable space in the last year book, has in the very 
recent literature received few important additions. Cys- 
toscopy, on the other hand, has been the subject of nu- 
merous valuable contributions. Editorial comments in 
connection with numerous abstracts have been made here 
and there throughout the book by the senior editor. Ab- 
sence of comment, however, is to be considered neither as 
evidence of endorsement nor approval of any article. 

The Editors. 
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GYNECOLOGY. 



PART I. 
OENEBAL FBINCIFLES. 

Etiologic Factors and Their Treatment. 

Conditions of Modem life. Several articles have re- 
cently appeared upon the important subjects of etiology 
and prophylaxis of gynecologic diseases. E. K. Browd^ 
speaks of the various conditions in the life of modem 
women which tend to make them much more liable to 
pelvic disease than were the women of ancient Greece and 
Rome. The fact that in our cities so many young girls 
arc gaining their own livelihood is of vast importance for 
the future health of a considerable number of our women. 
These girls frequently are doing work altogether too heavy 
for their immature strength ; they are in bad postures for 
many hours at a time ; their occupations do not cease dur- 
ing the menstrual period. All this is sufficient cause 
for much pelvic disease. Habitual constipation, exposure, 
deficient clothing, unhealthy home surroundings, lack of 
proper bathing, all are predisposing causes. Abortion, 
the so-called preventive treatment for the avoidance of 
conception, improper treatment during the lying-in period, 
such as unnecessary interference with labor in order to 
gain time, too early getting up from child-bed, and lack 
of repair after laceration, are the directly inducing causes. 
Against all these conditions as well as against the specific 
infective diseases we are to combat in order that our 
women may combine "the strength of the Roman matron 
and the intelligence of the Twentieth Century.^' 

(1) Medical NewB, August 9, 1902. 
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8 QBNBRAL PRINCIPLBS. 

In a vigorous address upon the future of gynecology J. 
H. Carstens^ calls attention to the peculiar stress laid 
upon women in modern educational and social life; to the 
danger of drawing a woman's attention to her own sexual 
organs and carrying out local treatment when it is only 
the general system which needs regulating; and to the 
need of considering a woman's individual development of 
the sexual sense as a factor in the establishment of her 
health and happiness. To this end Carstens says that we 
must have more papers and more discussion on the sub- 
jects to which he has called attention. We must get closer 
to the people in general and do more missionary work from 
house to house. 

"We must discourage the constant tendency of sugges- 
tions to young girls and women about the menstrual func- 
tion. We must teach that this physiologic process in a 
healthy body will be taken care of by nature without arti- 
ficial assistance. 

"We must see to it that the young woman has a sound 
body if she wants to acquire knowledge; that it is more 
important to have a healthy body than to possess great 
learning. We must oppose the cry that too much is be- 
ing taught in our higher schools or the universities, that 
the demand on the mind is too great, as that is entirely 
wrong. We must teach that everybody was not born to 
attain this higher education, that only those should at- 
tend the higher institutes of learning who have the at- 
tributes of the mind which enable them to learn easily and 
quickly, and that even these require plenty of exercise and 
fresh air. 

"We should insist that gymnastics and systematic physi- 
cal exercise should be taught in every school of the land, 
from the lowest to the highest, and that the curriculum 
of study should embrace the most systematic course of 
gymnastics to produce a sound body with a sound mind. 

"We should thoroughly study the effects and the results 
of erotism on the human body. We should study how we 

(1) Journal of the American Medical Association, June 21, 1902. 
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can more thoroughly bring about a more perfect marriage 
relationship and prevent the frequent mismating, as shown 
in our courts. 

^*^In fact, we must more thoroughly study the exact 
positions of individuals, every combination of physical and 
mental condition and their most fit place and most proper 
vocation in life. We must branch out, we must look 
ahead, we must be the counselors and the guides of the 
race in the future." 

Uterine Insufficiency. Atony of the uterine muscula- 
ture during delivery and in the puerperium is well recog- 
nized, but, according to Theilhaber,^ it is generally over- 
looked that the same condition plays an important role in 
causing other ailments in non-pregnant women. This 
writer calls attention to the fact that contractions of the 
uterus take place not only during pregnancy, but also dur- 
ing the entire life of a woman. If this were not so, the 
uterus, according to physiologic laws, would atrophy. The 
influence of the uterine muscle upon menstruation is 
proved by observing the effect, in cases of monorrhagia, 
of ergot and of hot irrigations in causing bleeding to 
cease through inciting contractions of the uterus. Con- 
tractions have also much influence in determining the 
amount of blood that flows into the uterus at all times. 
A venous stasis would be likely to take place if the return 
flow of blood was not aided by muscular contractions. 
From overfilling of the venous and lymph vessels would 
follow hypersecretion, namely, leucorrhea, and gradually 
also a hyperplasia of both the endo- and mesometrium. 

The term ^^mesometrium" is used by Theilhaber in 
preference to "myometrium," because in many cases that 
part of the uterine structure lying between the endome- 
trium and the perimetrium consists, as we shall see, mostly 
of connective tissue. 

Convinced of the importance of the structure of the 
mesometrium in the production of uterine diseases, Theil- 
haber and A. Meier^ undertook a special clinical and 

(1) Mflnchener medlclnlBche Wochenschrlft, October 14, 21, 1902. 
(^) Arcbiy far Oyn&kologie, Band 66, H'^ft 1. 
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histologic study af the uterine muscle. They found that 
in the infantile uterus only one-third of the mesometrium 
consists of muscle ; the blood vessels then are- thin and 
weak. At puberty both the blood vessels and the muscle 
develop rapidly until, in the adult, two-thirds of the 
mesometrium consists of muscle. After the menopause, 
both the vessels and the muscle atrophy, so that by the 
sixtieth year again the infantile condition obtains. 

The different types of uterine insufficiency are classified 
by Theilhaber as follows: 

1. Hypoplasia muscularis uteri. While not denying 
many other causes of menorrhagia, the author think& that 
this is a frequent cause. The patient usually begins soon 
after puberty to have a menstrual period much increased 
in length, amounting at times to menorrhagia. Between 
times there is frequently increased amount of uterine dis- 
charge. This condition figures sometimes under the name 
of chronic endometritis, but it is very unlikely that we 
should have such an inflammatory disorder with an intact 
hymen. Theilhaber thinks that the etiology lies in the too 
rapid development of the blood vessels in proportion to 
the muscle. This rapid development of the blood vessels 
is favored by anything which furthers the blood flow to 
the uterus, whether it be stimulus received from mental 
conditions, bad sexual habits or too stimulating food and 
drink. In these cases in young girls the uterus is regu- 
larly found small and undeveloped, or in women where the 
menorrhagia has continued for years the uterus is found 
enlarged and thickened. 

2, Degeneration of the iiterine muscle. This takes 
place particulariy in patients suffering from chlorosis and 
phthisis. This explains the fact that not rarely anemic 
women suffer from leucorrhea or abnormal bleeding. The 
condition resembles the disturbances which occur in the 
heart muscle in cases of anemia. In similar wise are to 
be explained many other abnormal bleedings from the 
uterus, as for instance during convalescence from infec- 
tious diseases. 
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3. Myofibrosis uteri. This is a frequent phenomenon 
near the end of menstrual life. It is a senile degenerative 
process which takes place before the definitive menopause. 
At this time with hyperplasia of the connective tissue there 
comes contraction of the lumina of the blood vessels, but 
on account of excessive sexual stimulation or other causes 
the blood flow may be kept high in amount, then will fol- 
low a tendency to venous stasis. Frequently the uterus 
will become larger and thicker than normal and somewhat 
edematous in feeling, and the mucous membrane become 
hyperplastic. 

4. During attacks of acute or subacute affections of the 
Fallopian tubes and pelvic peritoneum the uterus is often 
thicker and larger than normal, and is edematous, If 
bleeding now begins from the endometrium it is apt to 
become excessive because of the insuflSciency of action of 
the uterine muscle. After the primary affection is better 
there may be complete restitution of the function of the 
mesometrium. 

5. The presence of myoma in the uterus is frequently 
a cause of insufficiency of the uterine muscle. The for- 
eign body in the wall of the uterus acting as such some- 
times renders strong contraction of the mesometrium 
impossible, leads to venous stasis, and so to hemorrhage. 
Venous stasis also frequently means increased nutrition 
to the myoma, and consequent rapid growth. 

6. Subinvolution of the uterus. Obviously this leads 
to weakened uterine contractions, and, if the blood vessels 
do not diminish in size, to venous stasis with its train of 
symptoms. 

From their large number of histologic preparations 
Theilhaber and Meier observed that an abnormally small 
proportional amoimt of muscle in the uterus is found 
sometimes at ages when such a condition is not to be 
expected, and that this occurs following wasting diseases 
as well as under the circumstances above enumerated. 

The symptoms of uterine insufficiency are menorrhagia, 
metrorrhagia and hypersecretion, and the pathologic r^- 
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sultant is nearly always hyperplasia of the glandular struc- 
tures. As a result of mere insufficiency the increased 
bleeding conforms to the menstrual type, but when the 
mucous membrane is hyperplastic hemorrhages are apt to 
occur at irregular intervals. The most excessive bleeding, 
of course, is seen in cases of myomatous uteri, where from 
the above mentioned causes the muscle is insufficient. Leu- 
corrhea is the direct result of a number of factors which 
develop in these cases. With the atony of insufficiency 
comes overfilling of the lymph spaces and consequent 
transudation. With the increased blood supply the glands 
are ovemourished and their functions are increased. Theil- 
haber has very frequently seen a hypersecretion in young 
women from this cause. 

The prognosis in uterine insufficiency naturally varies 
according to the cause and its amenableness to treatment. 
Treatment may be directed: 1. Towards the specific 
cause; for instance, treatment of chlorosis may reduce 
menorrhagia and leucorrhea. Operatively to be consid- 
ered are myoraata and adnexal conditions. 2. Toward 
inducing stronger uterine contractions. It has long been 
empirically known that methods of inducing uterine con- 
tractions frequently cure hemorrhage and leucorrhea. Me- 
chanical methods include massage and Schultze's method 
of irrigating the uterine cavity with soda and carbolic acid 
solution. Dilatation of the uterus and following tam- 
ponade with gauze has also its effects in stopping hemor- 
rhage, through acting as a foreign body in inducing con- 
tractions. The irritation of chemicals which are used to 
cauterize the uterine cavity calls forth contractions which 
amount in some cases to a distinct tetanus of the uterus. 
Theilhaber would recommend for mild cases the pure tinc- 
ture of iodin and for obstinate cases chlorid of zinc in 10 
to 50 per cent solutions, or formalin in 40 to 50 per cent 
solutions. Electricity, of course, will also cause contrac- 
tions of the uterine muscle, but after twelve years of 
propaganda the method has been almost forgotten by Ger- 
man gynecologists. Irrigation of the vagina is a very 
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effective means against both leueorrhea and menorrhagia. 
When properly given, both from mechanic and thermic 
effects, uterine contractions are induced. In order to in- 
cite strong contractions Theilhaber recommends douches 
as hot as can be home, but in very obstinate cases he begins 
with a cool douche and follows it with hot water. There 
is practically no medicament which is of service for 
douches. 

To reduce the local hyperemia of the pelvis Theilhaber 
makes much use of cool sitz baths. He orders his patients 
to sit in them from 5 to 30 minutes, at a temperature of 
60° to 75° F. For thin, anemic patients the baths must 
be warmer and of shorter duration, for fat patients they 
may be cooler and longer. 

For the non-pregnant uterus, ergot is a valuable means 
to combat the effects of insufficiency, but if many myo- 
mata are present, or if the uterine musculature is degen- 
erated, then this remedy is ineffectual. In order to lessen 
the blood flow to the pelvis, one may use hydrastis cana- 
densis, which causes contractions of the large pelvic ves- 
sels. It is indicated when ergot fails. Stypticin seems to 
act through general reduction of the blood pressure. 
Lessening of the hyperemia may also be accomplished by 
scarification of the cervix, whereby one or two tablespoon- 
fuls of blood are removed. Glycerin tampons have some- 
thing the samie effect in a slight degree. 

If the condition has not existed too long, direct treat- 
ment of the mucous membrane is unnecessary for the 
reduction of the secondary hyperemia and swelling of th(? 
mucosa. Treatment of the uterine atony will be sufficient. 
On the other hand, in long standing cases it is necessary 
to directly treat the uterine linings. It is best done a<!- 
cording to the methods mentioned above. In very obnti- 
nate cases the curette will be necessary. 

It must not be forgotten that treatment of the general 
circulatory system by means of hydrotherapeutic and (li(?- 
tetic measures will often accomplish much for the loc^al 
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ailment. Alcohol, coffee, sharp spices and meat should he 
omitted from the diet. 

Theilhaber believes that physicians do not generally 
enough recognize the value of treatment for menorrhagia 
and leucorrhea which may be carried out at health resorts 
and watering places. At such places a number of factors 
will be at work to favorably influence the circulation and 
therefore to lessen the venous stasis of the pelvis. Such 
factors may be rarified mountain air, removal from ordi- 
nary business life, physical and mental rest, increased out- 
door exercise, etc. The many varieties of baths which are 
offered the health seeker, most of them by increasing cir- 
culation in the skin, decrease the inner circulatory slug- 
gishness. Unfortunately the effect of all these good things 
is frequently militated against by indiscretions in eating 
and drinking provoked by the tempting cuisine found at 
the best hotels at health resorts. The consumption of 
five or six kinds of food at a meal, to say nothing of drink- 
ing quantities of wine, is thoroughly to be condemned from 
a hygienic standpoint. It is warmly to be recommended 
to health seekers that they refrain from overloading their 
stomachs and intestines by limiting themselves to two 
courses at a meal and to a minimum amount of alcohol. 

Muscular Relaxation. Muscular relaxation in its rela- 
tion to diseases of women is considered by D. E. Walker,^ 
who thinks that relaxations of the abdominal walls and 
pelvic supports, together with displacements of the ab- 
dominal and pelvic contents, and dilatations of the stom- 
ach and large intestine, have no doubt done duty many 
times for organic pelvic disease. The matter receives 
scant attention in the text books. The relaxed vaginal 
outlet seems to be regarded by most gynecologists as always 
the result of perineal lacerations, but concluding from the 
fact that he has seen some well marked cases recover with- 
out perineal repair. Walker concludes that muscular relax- 
ation is sometimes the sole cause of relaxed vaginal outlet 
whether the result of subinvolutions following child-birth 

(1) New York Medical Journal, October 18, 1902. 
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or miscarriage or whether from general muscular relaxa- 
tion in nulliparae. The typical symptoms are as follows: 

The patient is nervous; generally depressed, unfit for 
exertion; is easily tired, a sort of half invalid. She has 
a dragging sensation of weight and pain in the pelvis, 
especially while on her feet. She flows too frequently, 
sometimes every two weeks, or the flow is too profuse and 
long continued, or followed by leucorrhea. She has al- 
ways previously been regular and well. She may give a 
history of removal from country to city, or change of cli- 
mate and occupation, of being more than usual on her 
feet, of frequent running up and down stairs, or unusual 
exertion or long hours of work, of worry or trouble con- 
cerning private or family affairs. 

On looking the patient over you find more or less 
anemia, a generally flabby muscular condition, more or less 
marked according to the duration of the trouble. You 
find no special relaxation of the abdominal walls and no 
evidence of ptosis of abdominal viscera. Examination 
shows lack of tone in the vaginal walls and a sagging down 
of the pelvic contents. With this you may or may not 
find retropositions or enlargement of the uterus, prolapsed 
ovaries, or tubal and ovarian troubles. 

While attention has been directed more particularly to 
relaxations of a somewhat general character, it must not be 
forgotten that there are cases, also, of local atonic condi- 
tions, a familiar example of which is often found in those 
who are addicted to the very frequent use of the warm 
vaginal douche. In some of these there is so much relaxa- 
tion of the vaginal walls and apparent redundancy of 
tissue that it is almost impossible to get a view of the os 
uteri with any speculum of ordinary size. These are fruit- 
ful subjects of uterine prolapse and chronic uterine en- 
gorgement and endometritis. 

It is the belief of the writer that muscular relaxation 
enters largely as a causative factor into those non-inflam- 
matory pelvic troubles of women falling under the head 
of granular erosions, congestions, retropositions, pro- 
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lapses, menorrhagias, metrorrhagias, dysmenorrhea, and 
also of subacute endometritis. Bearing in mind the pelvic 
blood supply, one can readily see how relaxation of sup- 
ports first brings about a sagging of the pelvic contents, 
then interference with the return flow of the blood, and a 
consequent congestion and increase in size and weight 
with displacements of uterus and ovaries and interference 
with the functions of menstruation and defecation. Then 
come menorrhagia, dysmenorrhea, endometritis, and con- 
stipation, with any or all of their attendant ills. A com- 
mon symptom in many of these cases, which I have not 
seen noted, is pain at the inguinal rings from traction on 
and tiring of the weakened round ligaments, retroversion 
not always being present, as would be expected. 

Walker outlines treatment as follows: 

Mechanical uterine supports should be used as crutches 
— merely as temporary expedients to bolster up weakened 
tissues until they can gain some strength. Their pro- 
longed use defeats the object desired, since unused mus- 
cular tissue will atrophy. The teachings of modern 
treatment emphasize the value of both active and passive 
exercise in prevention as well as cure, and the main ob- 
ject of treatment should be rather to strengthen than to 
support. Just here massage, electricity, and exercise find 
their field both in a local and general way. Local massage 
is open to objections which do not so much apply to elec- 
tricity, and should be used with great care if used at all. 
Lacerations of supporting structures must be repaired, and 
in many other cases suitable operations must be done for 
accompanying troubles. For many cases pregnancy is the 
most certain cure if properly managed. Unfortunately, 
it cannot always be properly prescribed, and it is a treat- 
ment which is not always willingly taken. The main 
point in its management is to see that nothing prevents 
involution from being properly effected, lending your 
assistance to the efiEorts of Nature in that direction. 

Finally, all local treatment of whatever nature should 
be aided by the use of general tonics and close attention to 
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sleep, rest, diet, fresh air, exercise, digestion, and excre- 
tion. 

Relations of Pelvic to Nervous Disorders. The relation 
between nervous disorders and diseases of women is the 
subject of a well written book by 0. Wille, published in 
Stuttgart, 1902, which is, of course, too long to review in 
this place. A thorough article on the same subject has 
appeared from the pen of Theilhaber.^ His conclusions 
are that: 

I. Diseases of the nervous system may call forth dis- 
turbances of the pelvic organs, as : 1. Amenorrhea, which 
is caused frequently by psychoses, chorea, hysteria, 
myxedema, etc. 2. Dysmenorrhea, which according to 
Theilhaber^s view is usually caused by a spasm of the 
sphincter of the internal os. 3. Menorrhagia, which 
arises not rarely from a nervous basis in patients in whom 
there is an insufficiency of the uterine musculature. 4. 
Leucorrhea, which may be the result of psychic disturb- 
ances. 5. Atrophy of the internal and external genitalia 
and of the breasts in consequence of lowering of blood 
pressure. 6. Descent of the uterus. 7. Eetroflexion as 
the result of atrophy. 8. Anesthesia of the external geni- 
talia and mucous membrane of the vagina. 

II. Pathologic functional or organic affections of the 
genitalia may give rise to ailments of the nervous system : 
1. Puberty and the climacteric may bring forth various 
neuroses and psychoses. 2. Menstruation may give rise 
to migraine, facial neuralgia, psychoses, etc. 3. Onanism, 
coitus reservatus, may sometimes cause neuralgic pains in 
back and loins. 4. Painful and feverish pelvic affections 
are frequently followed by neurasthenia, and this may 
also proceed from, 5, long-continued hemorrhages. 6. 
Chronic pelvic disease causes hypochrondria. 7. Preg- 
nancy may cause a large number of nervous disorders and 
more rarely insanity. 8. Various gynecologic disorders 
cause reflex neuroses. 



(1) Oraefe's AbhandlunRen, Band 4, Heft 6, abstract in Centralblatt 
fOr Gyn&kologie. 1902. No. 45. 
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. Operations and Neurasthenia. In discussing neurasthe- 
nia and hysteria in their relations to abdominal section, 
J. S. Nairne^ begins from the premise that no psycho- 
logic condition can occur without a corresponding physi- 
ologic condition, to which the relationship is absolutely 
direct as cause and effect. In his experience with certain 
neurasthenic cases Nairne has found almost without ex- 
ception that abdominal section has shown gross lesions of 
some abdominal organ. "Cystic disease of ovaries, broad 
ligaments, tubes was of almost constant appearance." The 
most marked pathologic condition of all was what he 
terms "rigid uterus." It occurred without exception in 
all cases where neurosis had been a prominent symptom. 
This rigid condition of the uterus Nairne deems a result 
of lesions of the central nervous system. 

The main thesis of Naime's paper is that some cases 
of neurasthenia and hysteria demand for their successful 
treatment abdominal section. In order to diagnose this 
peculiar form of the disease it requires much practice in 
examination, patience in observation, discrimination in the 
value of the general signs and symptoms. If all this is 
done it will not be necessary to perform a section in order 
to make the diagnosis. Nairne cites a number of illustra- 
tive cases in which he shows the good effects upon the nerv- 
ous condition of removing pelvic organs which showed in 
some cases only slight lesions. That the good result is 
not due to mental suggestion, Nairne says is proved, be- 
cause when he did only a partial operation, removing the 
appendages on only one side, the patient was not cured. 
Sometimes when he has then done a second operation there 
has followed complete relief. 

[This article has been given the dignity of re-publica- 
tion both at home and abroad. The statements which it 
contains should not go unchallenged. It is merely intro- 
duced here as a striking example of the loose reasoning and 
dangerous conclusions which may be found in too many 
medical writings. The narrowness of the facts cited is 

(1) American Journal of Obstetrics, October. 1902. 
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in glaring contrast to the breadth of the generalizations. — 
' Ed.] 

Dyspepsia and Pelvic Conditions. The relation of dys- 
peptic affections to gynecologic complaints has been studied 
by A. Sommer.i This author undertook an exact investi- 
gation of the stomach conditions of 23 women who had 
faulty pelvic conditions and who at the same time suf- 
fered from poor digestion. The research showed the com- 
plete absence of organic diseases of the stomach. Fre- 
quently there was a general relaxation of the abdominal 
organs together with malposition of the uterus. With most 
of the patients Sommer found hyperchloridia, in the fewer 
number hypochloridia. Only twice did he observe that 
betterment of the pelvic conditions resulted in disappear- 
ance of the stomach ailment; much better results were 
obtained by the treatment of the stomach itself. In one 
case straightening the uterus even seemed to have an un- 
favorable influence. All told, no relationship could be 
demonstrated between the secretory conditions of the stom- 
ach and the coincident affections of the uterus. 

[On the reading a title like the above one generally looks 
for mere reasoning, that is, vague speculation. In this 
instance, on the contrary, the author has apparently pur- 
sued the scientific method of exact and reasonably thor- 
ough investigation. His negative conclusion that no rela- 
tionship could be demonstrated between the secretory con- 
ditions of the stomach and the coincident affections of the 
uterus comes with great force especially when brought 
together with the loose though positive conclusions of the 
previously abstracted paper. It may be remarked, how- 
ever, that the failure of the author to demonstrate any 
relation between pelvic and gastric disorders should not 
be taken as final proof that they do not exist. — Ed.] 

Fanlty Uterine Growth. The nature and therapeutics 
of faulty uterine growth are discussed by D. H. Craig.^ 
This author sharply divides his subject from that of faulty 

a) Centralblatt fttr innere Medicin, 1902, No. 2. 

(2) Boston Medical and Surgical Journal, February 13, 1902. 
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development, the latter being, of course, of prenatal origin 
and not amenable to treatment. The cases of faulty 
growth he separates into- two classes. These two classes 
comprise (a) inhibition, or absence of growth, and {h) 
tardy or delayed growth. In the former the uterus main- 
tains the infantile characteristics of long cervix, small 
body and anteflexion, and in the latter a certain slight 
amount of growth has gone on, but growth at puberty 
failed. In the former class the distinguishing character- 
istic is the length of the cervical canal, which exceeds the 
length of the cavity of the body. In the second class the 
two cavities are of equal length, or that of the body is 
slightly the greater. It is in this latter class that treatment 
seems to be of value, and in which a hopeful prognosis 
may be given. In the former class, that is, the so-called 
fetal uterus, a very doubtful prognosis must be given, 
as in only a very small minority can any benefit result 
from any known form of treatment. 

Craig lays especial stress upon the uterine ligaments as 
being an important factor in all these cases, and of all 
the ligaments, he considers the round ligament to be of 
most importance, because it is developed early in fetal life, 
its growth going on pari passu with that of the uterus, 
tubes and ovaries, and of all the uterine ligaments it 
alone contains a considerable amount of fibrous tissue and 
muscle fibres sufficient to differentiate it from the other 
uterine ligaments, which are practically folds of peri- 
toneum. 

Patients requiring our care for faulty or delayed growth 
of the uterus are sometimes brought in by mothers who 
want to know why their daughters of 15 or 17 years do 
not menstruate or do so very irregularly and scantily at 
long intervals. Or young women who think of contract- 
ing marriage and who suffer from such types of imperfect 
menstruation present themselves for advice. More rarely 
these cases ask consultation after their marriage. The 
diagnosis is not difficult. The young woman is usually 
childlike in face and stature, but usually of good intelli- 
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gence. She is almost invariably of studious or seden- 
tary habit and constipated. The girl may be well nour- 
ished, but is usually small of muscle. 

In instituting treatment, the writer disagrees with those 
who believe that no local treatment should be practised 
if the general health is good. He believes that the first 
step should be diagnostic examination under anesthesia. 

The principal factor in this diagnosis is the uterine 
probe. Given a uterus in which the depth of the body 
cavity equals or exceeds that of the cervical cavity, a 
hopeful prognosis may be given, even though both meas- 
urements be small. If the cervical canal in the least ex- 
ceeds that of the body a most unfavorable prognosis is the 
only one justifiable. 

The most favorable cases for treatment are those which 
come in the early years after puberty. The general treat- 
ment includes limitation of time spent in study or work, 
it usually being best to withdraw the patient from school 
for a year or two. Prescribe an active out-door life, horse- 
back riding, gymnastics, Swedish movements. Iron seems 
to help, even when there is apparently no anemia. Craig 
gives Blaud's mixture in combination with nux vomica 
and cascara. He carefully regulates the bowels. 

Local treatment has for its first indication, inducing 
an increased supply of blood to the pelvic organs. This 
congestion, however, must be active and not passive. In- 
deed at any period of treatment, the dusky, turgid charac- 
teristics of passive congestion must be watched for and 
avoided. Craig uses to induce this active congestion, intra- 
cervical application of pure carbolic acid, negative gal- 
vanism, faradism, very hot two-quart douches each night. 
In obstinate cases, discission may be practised and is very 
useful to induce growth, just as a laceration of the cervix 
produces overgrowth. 

At some period during treatment there may be a ten- 
dency to retroversion, the uterus sags and thus interferes 
with the circulation, its growth is stopped. This is where 
the round ligaments should come into play. CI.x^\^ ^isj^'^ '5^. 
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retroversion pessary and says that when the uterus is thus 
supported, after a varjing length of time its ligaments 
acquire the ability to support it. The pessary is worn 
6 months after the uterus becomes of normal depth and 
menstruation is regular. 

Craig says that even in the most favorable case much 
depends on the attitude of the patient and her willingness 
to devote herself to the task of getting well. The least 
time in which he was ever able to discharge a patient was 
nine and a half months. 

[This paper has been introduced for two reasons, first, 
because it in some way found a place in one of the best 
journals in America, and, second, because it belongs to a 
class of papers which unfortunately not infrequently ap- 
pear even at the present day. The general measures advo- 
cated by the author, such as judicious limitation of study, 
out-door life, gymnastics, tonics and regulation of the 
secretions are unexceptionable. On the other hand — intra- 
cervical applications of pure carbolic acid, electricity to 
the uterus, two-quart hot water douches, and discission 
of the cervix! And these measures supplemented by a 
retroversion pessary carried through nine and a half 
months in a girl of 15 years! The question is submitted 
whether the age of fifteen is not altogether too early to 
begin tampering with an undeveloped uterus which may if 
left to itself mature later. — Ed.] 

Faulty TJterine Involution. The practical significance 
of lactation atrophy of the uterus is discussed by H. N. 
Vineberg,^ who has had the subject under study for years. 
The super- or hyperinvolution of which he speaks is de- 
fined as a physiologic process accompanying lactation, with 
or without amenorrhea. Return to a normal size is de- 
pendent in some cases upon cessation of lactation, in others 
the regeneration of the uterine tissue occurs while lacta- 
tion is still going on. In some cases the walls of the 
uterus are found bimanually to be thin and flaccid while 
the depth of the uterine cavity remains from 7 to 8 cm., 

(1) American Gynecology, August, 1902. 
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thus corresponding in size closely to the non-atrophic par- 
ous organ. In other cases the uterus is found markedly 
smaller upon examination, and a sound will indicate a 
depth of from 4.5 to 6.5 cm. In the majority of case:; 
the cervix undergoes a corresponding degree of atrophy 
to that of the body. The menses may occasionally re- 
appear while the uterus is still in a condition of marked 
atrophy. Anemia seems to play an insignificant role in 
the production of atrophy. Lactation, by reflex action 
either upon the uterine tissues directly or by alteration of 
the pelvic blood supply is probably the direct cause of post- 
puerperal atrophy, although it must be remembered that 
both Hansen and P. Miiller found that between the 6th 
and 10th week post-partum there was atrophy whether 
lactation had been carried on or not. 

The significance of this matter for the gynecologist lies, 
according to Vineberg, in the fact that imperfect uterine 
involution stands next in importance to gonorrheal infec- 
tion as a causative factor of pelvic disease. The harmful - 
ness of this imperfect involution is added to by its insidi- 
ous character. Two years or more may elapse before the 
manifestation of symptoms which will cause a woman to 
consult a physician. The uterus has then become a very 
much enlarged organ, hard and fibrous in structure, sensi- 
tive to touch, in the condition known as chronic metritis, 
which is so rebellious to treatment. 

Since nowadays so many of the better classes do not 
nurse their babies, Vineberg believes for the sake of 
prophylaxis a hyperin volution should otherwise be in- 
duced. He says that it is his custom to keep a puerperal 
patient under observation for 8 or 10 weeks, or even longer, 
until he has succeeded by pelvic massage, the administra- 
tion of hot douches, strychnin, ergot, etc., in reducing the 
size of the puerperal uterus and bringing it into a condi- 
tion of hyperinvolution. He gets very gratifying results 
by this method. 

Vineberg expresses a thought in connection with this 
subject which is rather a suggestion than a deduction. He 
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notes the remarkable freedom from cancer of the uterus 
which his dispensary patients seem to enjoy. Although 
he has every suspicious case examined microscopically, dur- 
ing ten years' senice with more than 15,000 patients, he 
has encountered cancer of the uterus only 15 times. These 
women seem especially good subjects for the disease, since 
they bear children very frequently and have many bad 
tears of the cervix. But they do nurse their babies almost 
invariably and over a considerable number of months. 
Vineberg wonders if this last fact has anything to do with 
their peculiar immunity from uterine cancer. 

[The Editor remembers somewhere having seen the state- 
ment of an old French law which prohibited the queens 
of France from nursing their children beyond a certain 
period because of the recognized relation between lacta- 
tion and uterine superinvolution. Broadly, one may divide 
super- and subinvolution, as well as non-puerperal atrophy 
and hypertrophy into two classes : First, those which have 
a non-septic history; second, those which have a septic 
history. In the former class the prognosis is favorable, 
in the latter almost hopeless.] 

The Gynecologic Examination. 

A very practical and instructive paper upon the gyneco- 
logic examination is presented by J. H. Burtenshaw.^ 
From the standpoint of the success of any medical man 
who has occasion to make such examinations, it seems par- 
ticularly worth while for him to review the points made 
l)y Burtonshaw, because, (1) as that author says, the man- 
ner of making the examination frequently determines 
whether the patient will retain the examiner as her medi- 
cal attendant, and (2) whatever there is to be learned of 
the pelvic organs by examination can quickest and best be 
learned by a routine method accurately calculated to dis- 
cover all the points of interest. Certain considerations 
made from the point of view of the patient must be taken 

(1) American Medicine, January 3, 1903. . . 
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well into account. Her sense of modesty must te re- 
spected. Whether or not a female attendant can be pres- 
ent, the patient should be allowed to arrange her clothing 
before and after the examination behind a screen which 
should be placed adjoining the examining table. 

The patient having loosened her corset and all waist- 
bands, she is made to stand on a small stool at the foot 
of the examining table, facing the examiner. The latter, 
or the nurse, then holds a sheet folded in half before her 
at a level with her hips, and protected by the sheet she is 
told to raise her skirts behind to the level of the table and 
then to seat herself on the edge of the latter. The sheet 
is then laid over her lap and she is assisted to lie down, 
a hard pillow of moderate height being placed under her 
head. Still protected by the sheet, the examiner then ad- 
justs her feet in the stirrups and she is directed to separate 
her knees widely. If she has slipped back on the table, 
she is drawn forward so that her buttocks extend slightly 
over the edge. The lower part of the sheet is then folded 
under the edge of her skirts, and after being pushed up- 
ward some distance the nurse folds skirts and sheet inward 
toward the abdomen, holding them in this position during 
the examination. By this method the patient is least ex- 
posed. If preferred by the examiner, however, or if a 
nurse is not in attendance, the skirts and sheet may be 
raised to the level of the knees or the skirts may be pushed 
above the knees, care being taken that the sheet covers the 
latter at all times. If for any reason the course of the 
examination is temporarily interrupted, the end of the 
sheet should at once be dropped, concealing the genitals 
from view. When the patient is in proper position she 
is directed to rest her arms quietly at her sides and to 
breathe regularly and deeply, preferably with the mouth 
open, in order to relax the abdominal muscles as much as 
possible. She should not be allowed to raise her head 
from the pillow until the examination is concluded. Of 
course the sheet should be perfectly clean. All instru- 
ments to be used during the examination should be kept 
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pint. Mercuric chiorid will overrode the instruments and 
should never be used. lodin, silver nitrate, or stnmg acids 
used in the course of local treatment ruin all fabrics with 
which they come in contact, and therefore all excess of 
these agents should be removed from the genitalia or from 
instruments with moistened absorbent cotton, rather than 
with a towel. 

In the vaginal examination the patient's standpoint on 
account of possible discomfort should again be sharply 
conHidered. The examining fingers are lightly anointed 
with the preferred lubricant, and then with a towel the 
thumb by which the lubricant has been distributed is 
thorouglily wiped in order not to soil the patient's cloth- 
ing. Tli(» examining hands should be warm, scrupulousl}' 
clciin, fr(K» from finger rings, and the nails should be short 
and rounded. 

Thn'v cardinal points should be borne in mind wheil 
inlroducing the examining fingers into the vagina: (1) 
Always panw the fingers into the canal from below — that is, 
over tho perineal body — never from above; (2) always 
avoid touching the clitoris; (3) always avoid compressing 
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the soft tissues under the pubic arch by making ' firm, 
steady pressure on the perineal body and rectovaginal sep- 
tum. If the physician has been accustomed to examine 
with two fingers, and is confronted with the task of exam- 
ining a nulliparous vagina of small caliber, it frequently 
is surprising how readily it may be accomplished without 
causing pain to the patient if these precautions are ob- 
served. Particular stress is laid on making firm down- 
ward pressure on the perineal body and avoiding as much 
as possible coming in contact with the pubic arch. At the 
introitus the vaginal canal is distensible to a very slight 
extent upward, due to its anchorage under the pubic arch, 
but to a marked degree downward, on account of the elas- 
ticity of the muscular walls and of the perineal body. 

If the vaginal walls are relaxed, or the canal moderately 
capacious, firm pressure downward will not be so necessary, 
and the examining fingers may be introduced with a bor- 
ing or worming motion ; but if the orifice is small and the 
canal narrow much discomfort to the patient may be 
avoided if the fingers creep in one after the other. The 
palmar surfaces of the fingers are always toward the peri- 
neum until the digits are well into the canal, when the 
hand is turned and the examination completed with it 
in that position. The manner in which it is turned is 
important. If the fingers are kept side by side and rotated 
together, if the orifice is small or the pubic arch narrow 
the index finger will impinge on the soft parts under thfe 
arch throughout the entire arc of the circle in spite of 
firm pressure downward being made at the same time, and 
considerable discomfort will result from the contact. A 
simple maneuver on the part of the examiner will almost 
completely obviate this difficulty. If the index finger is 
placed on top of the second finger before the rotation is 
made and kept in that position until the rotation is com- 
pleted only a small portion of the soft parts under the 
arch will be compressed at any time. 

During the progress of the examination a few words by 
the physician will often serve to distract the thoughts of 
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the {ndent and raider the whole affair less of a bugbear, 
but above all things the physician should never in any way 
exprese surprise, aniiety or consternation at his findings. 
It is also to be remembered that levity or joking conversa- 
ti<Hi on the part of the examiner is distinctly out of place. 

From the standpoint of the examiner and what he wants 
to find out, the following points are to be borne in mind : 

If there is reason to suspect recent infection, a rubber 
glove should be used on the hand which examines the 
vagina, finger cots not affording sufficient protection. This 
is the best plan to pursue also in cases of malignant disease. 
Kigorous disinfection of all articles used should be carried 
out in any of these cases. 

In order to make the examination as favorable as pos- 
sible, a saline cathartic should have been taken the night 
before. The bladder, too, should be as emptj' as possible. 
Of course, if the examination is to take place under gen- 
eral anesthesia, the patient should have abstained from 
taking food for at least six hours previously. 

The first step is a careful visual examination, which 
should never be omittted under any circumstances. For 
this purpose the labia should be separated with the thumb 
and forefinger of the right hand, if the examiner is stand- 
ing, or with both fingers, if he is sitting. Observation 
should be made of the following points : 

1. The height and angle of the pubic arch and the con- 
dition of the mons veneris. Scratchmarks on and in the 
neighborhood of the mons frequently are indicative of pru- 
ritus, or of the presence of pediculi. An extraordinary 
growth of hair in this region has been noted as sometimes 
occurring in connection with tumors of the pelvic organs. 

2. The position and condition of the clitoris. Pro- 
nounced hypertrophy or congestion and sensitiveness of the 
clitoris, especially in a neurotic subject, should give rise to 
a suspicion of masturbation. An adherent prepuce may be 
a causative factor in many hysteroneurotic conditions. 

3. The urethral orifice. Eedness and sensitiveness is 
most frequently due to the presence of caruncle, to urethri- 
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tis, or to prolapsed walls. Pus at the orifice may be due 
to general urethritis, or to inflammation of Skene's ducts. 

4. Position and condition of the vulva. A virgin vulvar 
orifice is usually small, and its labia are firm ; a multipar- 
ous orifice is more or less enlarged, and the labia are less 
firm, or flabby. A ruptured or absent hymen is not neces- 
sarily an evidence of unchastity. Every gynecologist of 
experience has seen cases in which the membrane has been 
torn or destroyed as a result of a fall, or by the use of 
an unyielding nozzle while taking a vaginal douche. 

5. The condition of the vulvovaginal glands. 

6. The vaginal opening for presence of chancre, mucous 
patches, or condylomas; for prolapse (rectocele and cys- 
tocele) ; for laceration; for gonorrheal or leucorrheal dis- 
charge. 

7. The anus for hemorrhoids, fissure, or fistula. 

A curious mistake frequently noted by Burtenshaw in 
his work as instructor at the Polyclinic is the diagnosis 
by visual examination of cystocele when none is present. 
The female urethra measures about one and three-eighths 
inches in length and the bladder then is normally this 
distance from the vaginal orifice. Directly beneath the 
urethra and especially at its junction with the bladder, 
the anterior wall is made up largely of erectile tissue. In 
women who lead an active sexual life, this tissue is apt 
to become more or .less hypertrophied, sometimes there 
may be a mass the size of a hickory nut. Under such 
conditions, this so-called tubercle of the vagina is some- 
times by visual examination mistaken for cystocele. 

The physician should invariably stand while conducting 
the digital examination. The labia are separated widely 
by the thumb and forefinger of one hand and are kept in 
this position until the examining fingers have been rotated 
as above described. As the fingers pass along the vaginal 
canal the following points should be noted: Size and 
length of the canal ; presence or absence of rugae ; amount 
of secretion ; temperature ; condition of the perineal body 
and vaginal floor; presence or absence of fecal matter in 
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the rectnm. Vaginal fistulae can usually be detected only 
on careful visual examination, although if there is exten- 
sive induration of the opening it may be felt. 

The old teaching that the position of the cervix in rela- 
tion to the long axis of the vagina is indicative of the 
position of the fundus, Burtenshaw thinks is distinctly 
incorrect 

• More important are the size and consistency of the 
cervix. A smooth, firm round cervix with circular ostium 
is usually indicative of nulliparity; a long, conical cervix 
with pinhole ostium generally denotes congenital sterility ; 
a gaping ostium with more or less roughened or fissured 
edges denotes pluriparity. In pregnancy the cervix is 
enlarged and soft, due to congestion, but the same condi- 
tion frequently prevails in acute metritis and acute cer- 
vicitis. In the latter case, it is accompanied by a more or 
less glairy discharge, often containing blood. A contracted, 
cartilaginous-like cervix may be indicative of a chronic 
or subacute inflammation which has progressed to the 
hyperplastic stage, or of the first stage of scirrhous degen- 
eration. A cervix that is very much increased in size, 
that is of moderate hardness and more or less nodular, 
the enlargement extending to the body of the uterus, is 
nearly always cancerous, the disease being of the paren- 
chymatous variety, while a cervix that is more or less im- 
movable, and has a crater-like cavity with irregular edges, 
accompanied by a foul-smelling, shreddy discharge, is in 
the ulcerative stage of the same disease. An epithelioma 
of the cervix is cauliflower-like in appearance, the organ is 
enlarged and soft, and it bleeds readily when touched. 

Ulcers of the cervix are of rare occurrence, except when 
of syphilitic or of tuberculous origin. The former are 
accompanied by pain, and yield readily to antisyphlitic 
treatment ; the latter may be easily mistaken for the spe-' 
cific variety, or for carcinoma. Unless of considerable 
size, a specular examination is ordinarily necessary for 
IJifeir detection. Erosions of the cervix, on the other hand, 
are very common. The organ is enlarged, nodular, and 
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usually soft, and when laceration is present, the lips are 
everted. When the inflammation is very marked, the 
condition may be mistaken for epithelioma. Small, nodu- 
lar irregularities on the surface of the cervix are usually 
due to occlusion of the ducts of the muciparous glands, 
the so-called ovula nabothi. 

Lacerations of the cervix, whether unilateral or bilat- 
eral, if of small extent, and especially if old, frequently 
are not recognizable to the sense of touch. A foreign body 
projecting from the cervical canal, or from one of the lips 
of the cervix, may be a mucous polyp or a pedunculated 
submucous fibroid or fibromyoma. The first are common, 
the second rare. 

• A description of the bony portions of the pelvis which 
can be felt through the vagina is quoted from Winter :^ 

The posterior wall of the symphysis, the horizontal and 
descending ramus of the pubic bone, and the upper part 
of the ascending ramus of the ischium can be felt, whereas 
the tuberosity of the ischium can rarely be recognized, on 
account of the soft parts covering it. Of the descending 
ramus the tuberosities can easily be made out, and are 
important in estimating the height of the portio vaginalis. 
^he linea ileo-pectinea is easily recognizable in patients 
with relaxed vaginal walls, and under ether narcosis, as 
is thei lower border of the sacrosciatic notch. The pro- 
montory and upper portion of the sacrum can be reached 
if the pelvis is not too wide, but the posterior and most 
excavated portions can seldom be felt. At times separate 
muscles can be felt in the pelvis, especially if in the state 
of contraction. On the anterior surface of the sacrum 
the pyriform muscle appears to the touch as a faint welt ; 
on the anterior pelvic wall, on the obturator foramen, the 
expanded internal obturator muscle can be made out. . The 
broad belly of the iliopsoas can be felt high in the canal 
from within upward and from below outward. 

In making the bimanual examination, the hand on the 
abdomen should push the loose skin upward from the pubic 

(1) OyD&koloffische DiagnosUk, 1897. - ' 
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arch before the fingers are forced downward towards the 
pelvis. It is especially important at this time to endeavor 
to transmit all impressions to be gained by the examina- 
tion from the hand on the abdomen to the fingers in the 
vagina, and not vice versa. The reasons are obvious. The 
vaginal fingers are necessarily closer to the organs to be 
palpated and the intervening tissues are thinner and more 
sensitive than the abdominal wall. To accomplish this 
end, the fingers in the vagina should be held firmly and 
steadily against the area to be examined, §ind the pressure 
transmitted from the abdominal surface. 

If undue pain prevents a satisfactory examination the 
only recourse is complete anesthesia, but when nervous- 
ness and fear of being hurt is the cause of the rigidity, 
it frequently may be overcome by diverting the patient's 
attention to something not connected with the matter in 
hand. During the entire course of the examination she 
should be requested to breathe evenly and deeply, prefer- 
ably with the mouth open. 

For ascertaining the position of the uterus the tips of 
the fingers in the vagina are placed directly under the 
cervix and steady pressure made by the hand on the abdo- 
men. If the uterus is in its so-called normal position, 
and if the abdominal muscles are sufficiently relaxed, the 
organ can usually be brought between the fingers. If the 
uterus is not found in this position, the fingers in the 
vagina should be brought into the anterior fornix. If the 
organ is anterodisplaced, it will easily be outlined by the 
vaginal fingers through the walls of the bladder; if retro- 
displaced, pressure should be made on the anterior por- 
tion of the cervix with the hope of raising the fundus 
so that it may be grasped. If this cannot be done, which 
is usually the ease, the fingers in the vagina will recognize 
the condition when palpating the posterior culdesac. 

Turning now to the posterior fornix, it is to be remem- 
bered that the culdesac of Douglas normally is empty. 
Abnormally it may contain one of the following: (1) 
Fundus of the uterus, the organ being retroflexed or retro- 
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verted; (2) a prolapsed ovary; (3) a uterine fibroid; (4) 
a prolapsed coil of intestine; (5) fecal impaction or a 
tumor in the rectum; (6) a hematocele, due to rupture 
of an extrauterine pregnancy; (7) ascitic fluid; (8) cel- 
lulitic or peritonitic exudate; (9) tumor of the sacrum. 

The differential diagnosis in some cases is exceedingly 
difficult. The history of the case, with subjective symp- 
toms, will frequently be of great assistance in determin- 
ing the character of the tumor. In general the following 
characteristics will apply to the several conditions: A 
retrodisplaced uterus is of oblong shape, is soft, as a rule, 
elastic, and may be tender. The direct continuity of the 
cervix and uterine body may be traced. A fibroid growth 
is hard, and may be nodular. Unless bound down by 
adhesions, it is movable with the uterus. A prolapsed 
ovary is small, almond-shaped, and causes characteristic 
pain when compressed. An ovarian cyst is soft, presents 
a spherical outline, and is apt to be only slightly tender 
to the touch. Prolapsed intestines, unless inflamed, are 
not sensitive, are compressible, and if not adherent may 
be made to leave the poucn by placing the patient in the 
knee-chest, and, at times, in the lateroabdominal or Sims 
position. Fecal impaction yields a doughy sensation, and 
cannot well be mistaken for any thing else. A growth in 
the rectum will easily be diagnosed by rectal examination. 
An hematocele, the result of ruptured ectopic gestation, 
is soft, compressible, fills the entire pouch, and is painless 
to the touch. The history of possible pregnancy with sud- 
den inguinal pain and collapse, along with other symp- 
toms referable to the condition, makes the diagnosis com- 
paratively easy. Ascitic fluid in the pouch is nonencap- 
sulated, and its location will change with the patient's 
position. Cellulitic deposits may be found on one or both 
sides of Douglas' pouch, or through the lateral vaginal 
fornices, the result of inflammation in the laterouterine 
connnective tissue between the folds of the broad ligament. 
In case this has gone on to suppuration, a smooth, convex 
tumor will be felt. If not of recent origin, it is apt to be 
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hard, shrunken and not tender; if recent, it usually will 
be soft, more or less boggy, and very sensitive. Enlarged 
lymphatic glands, tender to the touch and presenting 
irregular flat surfaces, are frequently found in these local- 
ities. 

Palpation of the tubes and ovaries is a matter requiring 
knowledge of anatomic relations and a careful routine 
method. The tubes when normal cannot be palpated 
through the vagina except perhaps at their junction with 
the uterus. This is because of their small size and easy 
compressibility. Normally they are not sensitive to the 
touch. The ovarian ligaments, which, from the uterine 
fundus, directly beneath the origin of the Fallopian tube, 
run IJ inches to the ovary, are frequently mistaken for the 
tubes when felt through the vagina. 

Palpation of the ovaries should not be difficult in the 
majority of cases. They measure normally about IJ inches 
in length, f inch in width and % inch in thickness. They 
lie near the lateral walls of the true pelvis, directly under 
the ileo-pectineal line. The most common mistake is made 
by searching for the ovaries with the examining fingers 
placed under the cervix in the posterior vaginal fornix. 
Only a prolapsed ovary may thus easily be felt. The exam- 
ining finger should be at the side of the cervix and steady 
pressure should be made in succession, laterally upward 
and perhaps more or less downward, the hand on the abdo- 
men pressing the pelvic contents towards the fingers. The 
ovary will be recognized as a moderately hard body, un- 
even in outline, which gives marked pain on pressure. If 
the vagina is small, or if the abdominal walls are rigid or 
contain much fat, the search may prove unavailing. How- 
ever, recto-abdominal examination may give positive results 
at times when vaginal examination is negative. 

Disinfection fok Operation. 

What was believed by the investigator to be proof posi-. 
tive of the possibility of thorough disinfection of the skiii 
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by the use of hot water and alcohol was presented by F. 
Ahlfeld before the Gynecological Congress at Giessen. He 
demonstrated series of cultures and also of microscopic sec- 
tions which showed that coloring matter which had been 
mixed in alcoholic solution thoroughly penetrated into the 
skin. His researches not receiving much notice at the 
time, he has put his assistants to work upon the same prob- 
lem and their results have since been published. 

A. Rielander^ states that not only by Ahlfeld's experi- 
ments, but also by general concession, it appears certain 
that alcohol of a high percentage will very quickly destroy 
the bacteria to be found in the skin. The question, then, 
of its value turns upon the point whether the alcohol really 
penetrates to sufficient depth to be efficacious. This matter 
may be well settled, he thinks, if it is possible to show 
microscopically that the skin is thoroughly penetrated. 
The use of coloring matter in alcoholic solution gave posi- 
* tive results, but was discarded as being too uncertain for 
experimental purposes. Then Rielander conceived the 
idea of adding chemical substances to the alcohol, which 
after penetration of the skin might be precipitated after 
the section was cut out and microscopically observed. At 
first he used a solution of corrosive sublimate, one per 
cent, or of lead acetate in 96 per cent alcohol on the hands 
of a cadaver or on the abdominal skin of a patient about 
to have a laparotomy performed, and then an excised piece 
of the fikin was placed in ammonium sulphate. This gave 
precipitation of sulphate of mercury or sulphate of lead 
respectively, which, however, was not satisfactorily recog- 
nized microscopically. Then he found the better method 
of using copper nitrate in the alcohol, precipitation being 
caused by application to the part for ten minutes of potas- 
sium ferrocyanid. Experiments upon the skin of the 
cadaver were entirely satisfactory, and then Rielander 
made bold to try it on his own forearm, excising a piece 
of tissue for the research. He found that the epidermic 
and much of the connective tissue directly underneath 

(1) Zeitflchrift fflr Geburtshllfe und Gynftkologie, Band 47, Heft 3. 
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had been penetrated by the alcoholic solution; especially 
in the hair follicles he found deep penetration, and the 
parts least affected were the sweat glands. Control experi- 
ments upon the belly wall of living guinea pigs gave the 
same results. 

From all this work it appears clear to Eielander that the 
proved penetrative power of alcohol warrants the conclu- 
sion that complete disinfection of the skin is accomplished 
by the technic used in these experiments, namely, thorough 
scrubbing for 5 minutes with soap and hot water, followed 
by washing for 5 minutes in 96 per cent alcohol. 

K. Fett^ also investigated ihis subject for the purpose 
of finding out whether an aqueous solution of these same 
substances would not eventually penetrate as deeply. One- 
half the abdominal wall of a guinea pig was treated 
according to Rielander's method, except that an aqueous 
instead of an alcoholic solution of copper nitrate was used. 
A small piece being excised, the other side was treated by 
the alcohol method, and a piece from this side excised. 
Microscopic sections showed that when an aqueous solution 
was applied, the cupric ferrocyanid was found only in iso- 
lated places in the epidermis, running somewhat deeper 
in the hair follicles, but for the most part remaining 
extremely superficial. On the contrary in the specimen 
treated with alcoholic solution, the same material had 
penetrated very thoroughly throughout the epidermis and 
in considerable extent had penetrated the underlying con- 
nective tissue. The investigators believe that this shows 
clearly that an aqueous solution of a disinfectant is by 
no means as capable of penetrating the moistened skin 
as an alcoholic solution. 

Some clinical observations upon this subject are con- 
tributed by F. Ahlfeld.2 Lauenstein performed an opera- 
tion upon an acute suppuration of the leg and immediately 
afterwards had to do an operation for ileus. The hand 
disinfection used was Ahlfeld's alcohol and hot water 



(1) Zeitschrift fOr Geburtshilfe und Gynakologie. Band 47, Heft 8. 

(2) Monatsschrift ftir Geburtshilfe und Gynakologie. November, 1902. 
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method. The patient an whom the operation for ileus 
was done recovered without any rise of temperature* 
Lauenstein, however, in the first operation had infected 
himself and so had his assistant. They later had typical 
streptococcus phlegmons of the hand. Ahlfeld thinks this 
demonstrates the thoroughness of his method for disinfect- 
ing the skin. Here was a most excellent opportunity for 
carrying infection on the skin, but it was not so carried. 

Kiihne's experience is also related. It seems that the 
surgeon examined repeatedly in the course of a day or so 
a patient with a severe infection of the uterus. A few 
hours after the last examination he did a laparotomy, rely- 
ing on Ahlfeld's method of hand disinfection. Again the 
result was all that could be desired. 

These clinical instances persuade Ahlfeld more than ever 
of the needlessness of gloves, although of course they will 
continue to have a special field for use in septic cases. 

[Anything that will insure the disinfection of the hands 
for surgical operation is most welcome. This is true 
regardless, of the question of rubber gloves. Indeed, that 
man is dangerous who because he wears rubber gloves fails 
to disinfect his hands before an operation. Even if rub- 
ber gloves may be discarded safely so far as the patient 
is concerned, which we strongly deny, they are yet impera- 
tive in the interest of the operator himself. The editor 
can recall no less than twenty cases of syphilis among 
medical men who received the primary lesion on the hand, 
and some of them went to their death from this cause. 
The frequent and accidental contracting of this insidious 
disease by physicians, deplorable though it be, is, of course, 
less significant than the many other forms of more im- 
mediately dangerous infection communicated in the same 
way. — Ed.] 

Treatment. 

Cnrettement. Believing that the real indications for 
curetting the uterus are much more limited than physi- 
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cians generally suppose, L. Stolper^ undertakes to define 
such indications. He points out that whereas metrorrhagia 
is quite generally considered to bespeak curettage, in real- 
ity it rarely does so. In Neumann's clinic at Vienna 349 
cases out of 1650 presented themselves in the year 1900 
on account of uterine bleedings. It was thought best to 
curette only 4 per cent of these 349. During the next year 
the treatment of 400 cases of metrorrhagia included curet- 
tage in only 22, 5^ per cent. Bleeding may be caused by 
a number of conditions which are not to be remedied by 
the use of the curette, and therefore arises the need for 
exact diagnosis. Among contraindications to curettage is 
to be mentioned the absolute one of acute adnexal inflam- 
mation. A favorable outcome would be much jeopardized 
by such a procedure. So too would be the outcome of a 
case of extrauterine pregnancy if curetted. The puerperal 
uterus is in a condition which makes curettage always a 
dangerous procedure. There is especial liability to direct 
traumatism of the organ and to infection. As Schauta 
points out, curetting at such a time means destruction of 
the granulation tissue which is the natural protection of 
the uterus. An incomplete abortion, Stolper thinks, de- 
mands as a rule introduction of the finger and removal by 
it of the retained fragments. Very rarely is the curette 
needed in such a case and when not needed it is directly 
injurious to the uterus. 

Practically, then, there are few demands for the use 
of the curette except endometritis, especially of the hyper- 
plastic variety, and the bleedings, such as those of the 
climacteric, which arise without assignable cause. Even 
in these cases Stolper advises leaving the curette for an 
ultimum refugium. 

In the treatment of uterine bleeding, attempt should be 
made to stop the hemorrhage by complete rest in bed and 
by tamponade. Sometimes these measures alone will suc- 
ceed. The fluid extract of hydrastis canadensis in 20 drop 
doses, 3 times a day, has given the author great satisfac- 

(1) Centralblatt fiir den gesaminte Theraple, April, 1902. 
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tion. Ergotin he gives for several days. Stypticin is of 
use only exceptionally and is not so reliable as hydrastis. 
On occasion, the hydrochlorate of hydrastin may be sub- 
cutaneously given in doses of .03 to .05 gram. Salipyrin 
internally in dose of 1 gram three times a day has been 
highly recommended by Kayser. Nearly all local medi- 
cation has fallen into disfavor. However, a mixture of 
salol and antipyrin placed directly on the uterine mucous 
membrane by using a cotton applicator is lately finding 
a number of advocates. Such treatment may be given at 
intervals of 2 to 4 days. Spaeth's experience with 70 cases 
shows this method to be especially applicable to post- 
partuni or post-abortum sub-involution resulting in hemor- 
rhages, in bleeding of the climacteric and in chronic 
adnexal inflammations. The mixture of salol and anti- 
pyrin (equal parts) depends for its efficacy upon the fact 
that it causes contractions of the uterine muscle. 

Another method gives good results frequently and rap- 
idly ; it consists in thorough douching of the uterine cavity 
with a solution of potassium permanganate and then tam- 
poning the uterus with a thin strip of iodoform gauze. 

Finally it must not be forgotten that simple irrigation 
of the vagina with hot water does sometimes entirely 
relieve the bleeding. 

The foundations of curettage as a genuine therapeutic 
measure are to be summarized as: 

1. Exact diagnosis. (Of course this may need the 
diagnostic use of the curette.) 

2. Limitation to the direct indications. 

3. Careful ruling out of all contraindications. 

4. Previous attempt to control bleeding by non-opera- 
tive measures. 

Eaw Peritoneal Surfaces. The fact that many opera 
tors use the cautery upon rawed surfaces in the peritoneal 
cavity induced K. Franz^ to undertake experiments test- 
ing the value of the procedure. The worth of such cau- 
terization as a hemostatic measure is, however, at once 

(1) Zeitschrift fdr Qeburtshilfe und Gynakologie, Band 47, Heft 1. 
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acknowledged by this investigator. What needed proof, 
he considered, was the supposed prevention of adhesions 
by the use of the cautery. 

First noting the experiments of others, which, with but 
one exception, go to demonstrate that charred surfaces 
have a distinct tendency to adhere to surrounding sur- 
faces, Franz relates his own researches on the abdominal 
cavity of dogs. His first series of 11 subjects had on one 
side of the abdominal cavity a small surface of peritoneum 
carefully removed, and on the other side a similar surface 
was cauterized. This was all done under strict aseptic 
precautions. Results: There was no formation of adhe- 
sions to the aseptic rawed surface, while in 4 cases the 
cauterized surface was more or less adherent. 

In a second series of 35 cases Franz attempted to ascer- 
tain the eifect of infection upon rawed surfaces with and 
without cauterization. A definite kind and amount of 
infective material was introduced upon healthy peritoneum 
and caused death in only 1 out of 5 cases. The same 
quantity of infective material was placed upon areas 
denuded of peritoneum. Six out of 7 animals died quick- 
ly. In only 2 cases were there adhesions of the intestines 
to the infected place. If after such infection the peri- 
toneal wound surface was cauterized thoroughly the results 
were about the same. Of 7 dogs, 5 died. Of these, all 
showed extensive adhesions. When the cauterized surface 
itself was infected the most deadly results of all were 
obtained. All the 5 subjects so treated died. Adhesions 
had formed in only one instance. 

Franz concludes that (1) surfaces denuded of peri- 
toneum are not prone to adhesions so long as they are 
aseptic; that (2) cauterization in the peritoneal cavity 
predisposes to adhesions and favors infection. 

Practically, then, it seems as if the cautery has its only 
justification in the abdominal cavity when the need for 
hemostasis by cauterization outweighs these demonstrated 
dangers of its use. 

[The practical lesspn to be learned from this paper is 
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that the greatest care in covering all raw surfaces with 
peritoneum and stitching it down with fine, continuous, 
catgut sutures is one of the most important measures for 
the reduction of mortality in abdominal surgery. Even 
the bad condition of a patient and the necessity for saving 
time will seldom be an excuse for neglect of this precau- 
tion. — Ed.] 

Local Use of Ice. The beneficial effects of ice used after 
abdominal section is described by F. F. Simpson.^ He 
speaks of the fact that peritonitis often follows the re- 
moval of the products of inflammation from the pelvis. 
The attack may be localized and of little significance, or 
it may rarely be a very serious matter. * Even when 
scrupulous cleanliness has been carried out in a compara- 
tively clean case, there may be the cardinal symptoms of 
inflammation localized about the fleld of operation, evi- 
denced by slight pain, tenderness, disturbed function of 
intestines, elevation of temperature, and slight accelera- 
tion of pulse rate. Often this reaction apparently is due 
solely to traumatism. Now, Simpson believes that these 
post-operative conditions may often be prevented or con- 
trolled and their products and mortality correspondingly 
lessened by the proper us^ of ice. This opinion is based 
upon clinical observations in several hundred cases of 
pelvic peritonitis in which the mortality, after carrying 
out treatment by ice, has hardly been more than 1 per 
cent. The local and constitutional symptoms subside very 
quickly, the distended tender abdomen gets flat and soft, 
and opiates are rarely needed to control the pain. From 
one to five bags of ice are put over the abdomen near the 
skin, sometimes extending from the sternum to the pubes, 
and this even in patients in whom it is merely feared that 
peritonitis may develop. In no case has Simpson observed 
injury to the skin from the use of ice, the healing of 
wounds has not been retarded by it, and no depression of 
the general system has been observed. From experiments 
on animals it would seem possible to produce at the seat 

(1) . American Journal of Obstetrics, November, 1902. 
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of inflammation a degree of temperature which greatly 
retards the growth of pathologic bacteria and which con- 
tracts the blood vessels and the lymph channels, thus re- 
lieving the congested vessels and checking the serous weep- 
ing into the cavity. These results may be accomplished 
without effect on the general temperature and without 
apparent detriment to the tissues. The ice treatment is 
not to be used in a half-hearted way ; it must be used for 
its full effect, just as other remedies are. Many of the 
patients complain at first of the weight of ice, but are 
soon so much relieved that they feel uncomfortable while 
the bags are being filled. Many who experienced relief 
from pain by the use of ice before operation, have asked 
for it after operation. 

The author expressly states that cold should never be 
used to the exclusion of other well-known medical and 
surgical remedies. When grave post-operative peritonitis 
is likely to develop or actually exists, he believes that then 
there is no contraindication to the free use of ice locally. 
But when merely a slight traumatic reaction exists, the 
ice treatment had better be omitted in the presence of 
nephritis, or when there is a tendency to catarrhal en- 
teritis, or when rheumatic and bronchial attacks follow 
slight chilling. Not a few patients complain of greater 
pain soon after the ice is applied. When the pain is due 
to a well-defined abscess with very little peritonitis, and 
when it is of intestinal origin, hot applications probably 
serve a better purpose. But when the patient's complaint 
is caused by the weight of the ice, that symptom points to 
the existence of active inflammation and constitutes the 
most urgent indication for more intense cold. It has bieen 
his custom to apply more ice in these cases, and the results 
have justified the practice. Simpson presented a number 
of cases in which it seems to him that life was saved by 
the local applications of ice. In discussion he said that 
in series of cases in which ice had been used, the results 
were better than in similar series in which ice had not 
been used. Of course it is only in rare cases, which are 
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going from bad to worse, that he uses large quantities of 
ice. In such cases the temperature was kept up by hot 
water bags applied to other parts of the body. In bad 
cases the ice treatment must be kept up for several days, 
until improvement begins. 

Hot Air Treatment. Hot air therapy, described in our 
last Year Book of Gynecology, page 75, is again reported 
on very favorably by 0. Polano,^ who cites the experienc(» 
of others and states certain limitations of the treatment. 
It has been found that a heat of from 120 to 125 degrees 
C. is sufficient for all purposes. At the commencement of 
treatment 10 degrees or so less is used. After the sweat- 
ing process, the patient is wrapped in thick cotton or wool 
coverings. However, Diitzmann has recently recommend- 
ed cold sponging immediately following the treatment. 
From 10 to 14 treatments are usually sufficient to cure 
the patient. The existence of old stony exudate, which 
has resisted other treatment, is the prime indication for 
hot air therapy. Adhesive pelvic peritonitis, especially 
perimetritis posterior, is also favorably influenced. ' In- 
fantile conditions of the genital organs and some cases of 
amenorrhea are also amenable to this treatment. A 
goodly number of severe cases have been reported as cured. 
The one absolute contraindication to the use of hot air is 
the presence of fever. 

The method has also been reported on favorably by 
Diitzmann.2 He has used the method satisfactorily on 
20 cases, but he found some cases which could not tolerate 
it. These were cases with organic heart disease, those in 
which fever was produced, etc. The action of the hot air 
is powerful upon the system when given at 150 degrees C. 
The pulse may run up to 150 beats a minute, and from 
the lower ribs to the knees the skin assumes a dull red 
color, perspiring in streams. Much blood is driven 
through the vascular system and metabolism is accelerated. 
The rectal temperature increases from 2 to 4 degrees above 



(1) Centralblatt filr Gynakologie, 1902. No. 37. 

^) HonatBscbrift fiir Qeburtshilfe und Gynakologie, July, 1902. 



44 GENERAL PRINCIPLES. 

normal. In the cases of an acute exudate the hot air acts 
in the same manner as a hot poultice or hot douche in 
promoting suppuration, although its action is far more 
intense. After three or four sittings an acute exudate 0/ 
stony hardness will, when excised, discharge pus freely. 
In chronic cicatrical conditions the patients feel so mucii 
better after an application of the heat that they are able 
to straighten up and move about freely. In a case cited 
by the author a woman was completely cured of a chronic 
exudate in 22 sittings. The method of treatment varies 
with the case. In a recent exudate with acute suppura- 
tion, resorption is not expected nor desired ; on the other 
hand, the pus is encouraged to form and discharge itself. 
In an old case resorption of the exudate is the termination 
desired. 

Vaginal Absorption of Poisons. The danger of poison- 
ing by absorption of antiseptics from the vagina is em- 
phasized by H. C. Wood, Jr.,i who speaks of the consid- 
erable number of cases which have been reported and 
gives an instance from his own observation. It has been 
urged that the absorption in cases of poisoning takes place 
from the raw surfaces left in the vagina after operation 
or after labor, but this is not always so, as is proved by 
Wood's own instance. A dispensary patient was ordered 
daily douches of corrosive sublimate, 1 :2000, for a simple 
case of leucorrhea. In a short time these caused severe 
local pains, and then produced all the symptoms of a 
severe nephritis. While, of course, not denying that such 
douches frequently do no harm. Wood strongly deprecates 
the practice of giving corrosive sublimate as an internal 
antiseptic, especially for home use. Not only may the 
patient herself be injured, but the whole household among 
the uneducated laity is endangered by the possession of 
such a virulent poison. 

Danger of Weighted Speculum. The danger of the use 
of the weighted vaginal speculum is warned against by F. 



(1) American Medicine, December 27, 1902, 
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the doo^ to dmnttgrmte rapidHj. und the ukvmtion 
healed in the coorse of three wheels. The mord is obviou^s^ 

PelTie Iffwtirii, The older methods of hemi>>tasis o( 
the hroad ligaments are susceptible to much improvement 
by certain modem technical prDcediLnes, according to H. P* 
Xewman.* 

In ligation en masse there is the danger of Kxv^^ning 
and slipping of the ligature from shrinkage of the stump : 
the larger vessels may retract and bleed into the cellular 
tissue^ producing hematoma, of which Tait once tabulateii 
eighty cases; tissue necrosis and the formation of granu« 
lating surfaces may give rise to troublesome adhesions: 
the absorption into the circulation of the waste products 
of necrosis or sapiDphytie germs puts an addini bunion 
upon nature's resources and retards convalosetnioe : the 
drawing upon neighboring structures may cause displaoi^ 
ment of organs and more or less constant distress or pain ; 
again^ this method necessitates the eniplovnunit of largo- 
sized catgut with correspondingly large knots. 

The objections to individual ligation, on the other luind. 
are greater danger of secondary hemorrhage ; oozing frotn 
the stump; the necessity of the running catgut suturo to 
approximate raw surfaces; too much ligature and s\Uun^ 
material left in the wound. 

Of the two methods, individual ligation Ih tho hot lor; 
but few of us feel safe in tying with catgut ilu; torniiniil 
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end of a large pulsating vessel and then closing the ab- 
dominal wound. 

The method which Newman employs aims to do away 
with the objections and unite the advantages of the others. 
The Newman pressure clamp is applied in the usual man- 
ner, if for excision of the appendages or tumors with 
pedicle, along the roof of the broad ligament, or directly 
across the pedicle. 

In the former case the bite of the clamp includes the 
ovarian artery, and by turning the closed instrument half 
way on the side the artery can readily be seen and en- 
circled by a small catgut ligature just beneath the clamp 
and on the proximal side of the broad ligament. The 
main artery is in this way secured, and in the most 
advantageous way possible, individually and before it 
emerges from its moorings in the tissues, thus preventing 
all thought of slipping from the grasp of the ligature. 
The clamp is removed and the neat linear stump receivee 
no further treatment unless it be septic, as in the case of 
pus-tubes, when 95 per cent carbolic acid is applied to 
the entire cut surface at the site of amputation, or the 
interstitial portion of the tube is resected, closing the 
wound in the usual manner with a running catgut. 

If by reason of anatomic anomaly or enlargement of 
the collateral branches a second ligature is necessary, it 
is applied after or before the removal of the clamp, but 
always in its course in the substance of the tissue and 
often in the parchment-like clamped portion. 

In hysterectomy both the uterine and ovarian arteries 
are clamped off and tied in precisely the same manner. 

Used in this way there can be no slipping of the liga- 
ture, or contracting and withdrawing of the artery from 
the stump. The advantages claimed for this method are: 

1. Complete and permanent hemostasis, with no pos- 
sibility of the ligature slipping either off the end of the 
artery or of the stump. 

2. Inability of the artery to contract and draw away 
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from the grasp of the ligature and form hematoma or 
hematocele. 

3. By the combined use of the angiotribe and ligature 
multiple thrombi are formed, plugging the vessels most 
securely. 

4. There is no puckering up or massing together of 
broad ligament tissue to draw upon or displace other 
organs or structures. 

5. No strangulated stump tissue remains to slough, 
granulate and form adhesions. 

6. The amount of foreign matter left in the wound 
is reduced to a minimum. 

7. The rapidity of this method and its bloodlessness 
materially lessen the danger of post-operative shock. 

8. Convalescence is eased materially and hastened to 
a marked degree. 

[The Editor agrees that the use of the pressure clamp 
may in many cases be preferable to the use of the ligature 
if the ligature is to be applied as indicated by the advo- 
cates of the angiotribe; that is, so that the ligature will 
"slip ofif," or "permit the artery to contract and draw 
away from it,^^ or "draw upon and displace other organs,'* 
or "so strangulate tissue as to produce slough, granula- 
tions and adhesions." The proper application of the 
ligature, however, will ordinarily not be followed by any 
of these accidents. Clearly, the method of the angiotribe 
should not be preferred because it is superior to other 
methods imperfectly applied. As we remarked last year, 
the frequent necessity of supplementing the use of this 
instrument by the ligature materially weakens the claims 
of its supporters.] 

Snppnrating Laparotomy Wounds. A paper describing 
a successful method of treating the post-operative suppu- 
ration of an abdominal incision is contributed by P. A. 
Harris.^ When the wound of incision suppurates, the 
condition may generally be discovered between the seventh 
and twelfth day after operation. If upon early determi- 

. (1) American Oynecology, August, 1902. 
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nation of suppuration the united skin is severed, evacua- 
tion of the pus may restrict the destructive process to a 
very limited field. But in spite of this, in some cases the 
suppuration travels almost the whole length of the inci- 
sion and often through the fascia to the peritoneum. 

Probably all practice incision of the undermined skin, 
preferring to treat the abscess as a strictly open wound. 
In a week or so the flow of pus just about ceases. If we 
now anesthetize our patient and remove with a sharp 
curette all the granulated tissue so thoroughly as to en- 
able us to determine the several kinds of tissue, not 
excepting the separated edges of the fascia, and reunite 
these tissues by thoroughly sewing them together, we 
shall, if our work has been well done, generally be re- 
warded by an immediate adherence and healing of the 
tissues. Only, however, by some such complete method 
of sewing as the author describes can very satisfactory 
results be obtained. 

Operation of resuturing: Without previous prepara- 
tion of the wound, the patient is etherized. The abdo- 
men and wound are thoroughly washed with soap and 
water; next scrubbed for four minutes with a solution 
of bichlorid of mercury, 1 :1000; then washed with normal 
salt solution, after which the granulations are moderately 
well removed from the entire surface of the wound with 
a sharp curette; then another washing with bichlorid 
solution and salt solution, after which the wound is care- 
fully gone over again with a sharp curette and the sev- 
eral tissues so exposed as to render them recognizable. 
The retracted fascia, however widely separated, must be 
found. After the last curetting, another washing. The 
most particular part of the operation, the introduction of 
interrupted silkworm-gut sutures, is now in order. The 
needle is inserted about one inch from the edge of the 
wound, passes obliquely downward and inward, piercing 
the fascia of that side near its edge and emerging from 
beneath it. The needle is next carried through the fascia 
of the opposite side fron;i withii; outward, and taking up 
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a bit of that stmctore is reTiLmed to tiie laBcia viiidi it 
first transfixed, and is carried ihroiurb w tiie nkiii. eui*Tg- 
ing about half an inch above or beiow tiit- origiiini poinl 
of introduction. 

The next step is to introcluct tlie t?eeoiid HUTrire in a 
similar manner from the othtT Bidt of lii*-. vouud. tbit 
one interlocking the first Bnture. AH tlie i?L::i;ret being 
thus introduced from altemai-e eidft. iLe vouud in again 
washed with weak bichlorid soluiion and tiit tfutureh iiedL 
The adipose tissue and skin now lal] in a:.>].lO^•liou and 
need no additi<mal sutures. In some inr^taijwt it may bt 
wise to introduce at the low^r angle of liie jnci^ion a 
catgut drain, which mav be removed in 2^4 to 30 hourb. 
One effect of this resutaring is to produce a prominent 
welt, at the apex of which it the line of incitjojj aud at 
whose base on either side appear tlje knotted ^uturet. The 
sutures are to be withdrawn about the twe-fth or four- 
teenth day. 

Harris states that all hit Euppurating wouud-r tliu.r sewn 
have united with firm and apparently (h^i^p adh^rfrion, and 
the results, so far as the strength aud integrity of the 
wall is concerned, are as good as in the average case 
which did not suppurate. A number of photographic 
illustrations showing the wound before and after resutur- 
ing accompany the article. 

Instbumexts. 

Sutnie Holders. A numljer of new instruments which 
are the result of attempts to perfect the methods of in- 
troducing sutures and ligatures have lately been put before 
the profession by gj-necologists. K. Czerwenka^ has de- 
signed a needle holder which contains in one of its han- 
dles a reel of suture material which pays out through a 
small hole as it is wanted. Advantages are: Large 
quantity of suture material without rethreading; complete 
asepsis, since there is no handling of the material after it 

(1) Centralblatt fttr Oynftkologle, 1902, No. 36. 
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is sterilized in the instrument; use of any needle. A 
small hook to catch the thread while sewing also saves 
handling. 

An apparatus shaped like the barrel of a hypodermic 
syringe and which contains a spool of catgut or other 
suture material is described by J. Eisenberg.^ The thread 
comes out at one end alongside the shaft of a special 
needle which fits into the handle much as an auger screw 
fits into its handle. The needles are made in various 
shapes and sizes. The object of the instrument is asepsis. 

Tampon Holder. An instrument which provides the 
best possible condition for tamponing the uterus or vagina 
is introduced by J. Rudolph.^ It consists of a small metal 
box containing a roller upon which a long strip of gauze 
for tamponing is wound. This box is all one piece, with 
a neck and a blade which together form an instrument 
after the shape of Simon's speculum. Another metal 
piece covers up the box and fits over the neck and blade, 
and between the two at the end the gauze runs out un- 
touched by the hands or the vagina. The blade of the 
instrument may be introduced into the vagina, and, for 
that matter, used as a speculum. With a dressing forceps 
the tampon may be directly and very rapidly applied with 
full assurance that no infection has been carried in from 
the external parts. If desired, the box may be filled 
with ichthyol or any other medicament which the gauze 
will carry up with it. 

[The trend of the times clearly is against the multi- 
plication of instruments. We have not found much prac- 
tical use for appliances such as are described in the three 
preceding paragraphs. — Ed.] 

Improved Catheter. An ingenious device to prevent 
cystitis in women who have to be catheterized has been 
invented by P. Eoeenstein.^ This writer calls attention 
to the well-known frequency of post-operative cystitis in 



(1) Centralblatt fUr Gynakologie, 1902, No. 20. 

(2) Centralblatt ftir Gynakologie, 1902, No. 18. 

(3) Centralblatt fiir Gynakologie, 1902, No. 22. 
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women, notwithstanding the usual efforts at disinfection. 
The conditions are such, says Rosenstein, that it is well- 
nigh impossible to prevent the introduction of germs into 
the bladder. We know that the outer genitalia harbor 
multitudes of micro-organisms, and it is hardly to be 
expected that the usual slight washing of the urinary 
meatus will render it free from germs. Not only that, 
but investigations have shown that the lower two-thirds 
of the urethra contain many bacteria which of course may 
be readily transplanted by the catheter into the bladder. 



< L 



^^ r 



OI/TBB TUBB 



INNeR TUQE 



-L 



-r 



=iT- 



TH£ CATHBTBR PUT TOQBTHBR 

Fig. 1. 

Eosenstein^s device consists of a double tube, the outer 
one protecting the inner one, which is introduced later, 
from infection. The outer tube consists of a neck 3 cm. 
long which is slipped into the urethra, a flange shoulder 
which prevents this neck from slipping in too far, and a 
tubular handle which is of less diameter than the neck 
and which extends outwards for 10 cm. and into which 
the inner tube, which is the catheter, closely fits. The 
front end of the neck of the outer tube is curved inward 
so as to make its introduction easy. By this simple in- 
strument, which does not add at all to the difficulty of 
catheterization, the danger of infection is practically 
eliminated. The catheter itself is protected by the outer 
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tube from touching the external genitals and the lower 
two-thirds of the urethra. The diameter of the neck being 
considerably more than that of the fine catheter used, 
such bacteria as might be caught by the end of the tube 
during introduction are not necessarily pushed upward. 
The catheter should have a mark on it which will indicate 
how far in it ought to go, that there may be no danger 
of injury to the bladder wall. 

Speculum for Phototherapy. The advantages of light- 
baths and phototherapy for the vagina and uterus are set 
forth by G. E. Curatulo/ who also describes a speculum 
which he has invented for this use. His instrument is a 
tubular affair made of isometric crystal, somewhat longer 
than the usual Ferguson speculum. The uterine end is 
shaped so that it fits closely about the cervix. The outer 
end has a wide flange after the usual style of tubular 
specula. The walls of the instrument are double and the 
space between them is closed tight and has connected with 
it two glass tubes which serve for the ingress and egress 
of fluid at the outer end of the speculum. In the lumen 
of the speculum is to be placed the electric lamp and a 
long thermometer which will indicate the amount of heat 
generated inside the vagina. Cold water circulating be- 
tween the double walls of the speculum makes it possible 
to use an electric light of high potential. If a light- 
bath of low potential is used, such circulation of water is 
not necessary, but the space may be filled with a solution 
of alum which will eliminate a large part of the heat rays. 
Only one of the two entrance tubes must be corked in 
order to allow for expansion of the fluid by the heat. If 
the effect from the chemical rays is desired, a solution of 
ammoniated citrate of iron may be used which will allow 
these rays to pass. Or if, on the other hand, it is de- 
sirable to exclude these rays, some coloring material such 
as cochineal will serve. If it is desired to combine the 
light-bath with vaginal irrigation of mineral water, this 
may be readily done. 

(1) Centralblatt fiir Gynakologie, 1902, No. 21. 
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Curatulo is convinced of the great use to which the 
electric light may be put in the vagina. In some cases 
the warm air bath may be given in place of the common 
vaginal douche. By use of the chemical rays there may 
be brought about great changes of the metabolism of the 
tissues in cases of metritis and hypertrophy of the cervix. 
This heightened metabolism becomes also of use in cases 
where the uterus and the cervix are not properly devel- 
oped, a frequent cause of sterility. In the same way may 
be brought about resorption of the exudate in peri- and 
parametritis. The germicidal action of the chemical rays 
may be used for specific infections. A number of other 
uses will suggest themselves to gynecologists, whose at- 
tention Curatulo asks for in order that by experience 
with larger numbers of patients his own favorable results 
may be confirmed or negated. 

Lighting^ the Abdominal Cavity. The report which we 
gave in the last Year Book of Gynecology on the efficient 
lighting of the abdominal cavity through a vaginal inci- 
sion is confirmed by further experiences of D. von Ott.^ 
With the patient in the Trendelenburg position, and with 
a small electric light on the end of a retractor which, 
inserted through the vaginal incision, holds the uterus 
well up out of the way, a splendid oversight is gained of 
the contents of the abdominal cavity. By easy adjust- 
ment the light rays may be thrown as desired. The field 
of operative work through the vagina is much increased 
by this procedure, and all operations can be made much 
surer by this visual observation. Frequently one can see 
by this method as high up as the under side of the liver, 
especially if the belly wall in the neighborhood of the 
umbilicus is held up. A series of illustrations is offered, 
which from photographic reproductions demonstrate the 
large field of view which von Ott's method gives. (Three 
of these illustrations have been reproduced in the Journal 
of the American Medical Association, August 23, 1902, 
p. 458.) Von Ott warns of the possibility of dust get- 

(1) CentralblaU fflr Oyn&kologle, 1W2, No. U, 
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ting into the peritoneal cavity with the air that rushes in 
when the belly wall is elevated. To avoid this he loosely 
tampons the vaginal incision with sterile cotton which 
filters the air as it goes in. 

Prevention of Conception. Certain methods for the 
prevention of conception are sharply criticised by G. Ko- 
lischer,! who has seen some alarming results. He speaks 
particularly of the use of certain popular devices which 
are intended to grasp the portio vaginalis in such a way 
as to occlude the external os and thus prevent the entrance 
of spermatozoa into the uterus. These pessaries consist 
either of a rubber ring with a central diaphragm of soft 
rubber, or the whole pessary is made of soft rubber in 
the form of a cap with a thickened ring. 

In the first place these devices are unreliable, since a 
skilled hand is required to efficaciously place them in 
proper position. Their supposed efficacy comes from the 
fact that they are frequently used by patients who on 
account of previous disease are already sterile. In the 
second place these devices are a menace to the health of 
both sexes because of the pathologic conditions which they 
readily induce in the female and which may be transmit- 
ted in the form of urethritis to the male, especially if 
there has been previous gonorrheal infection. Soft rubber 
itself is intolerable to some vaginas; it may be the cause 
of congestion and profuse secretion. Added to this factor 
is the presence of pathogenic germs which are practicallj^ 
always in the vagina. Change in their environment, such 
as occurs in congestion and increased secretion, may 
awaken their virulence so as to excite an inflammation 
which will vary with the character of the germ. Ko- 
lischer cites two cases in which cervicitis and vaginitis 
were directly caused by these soft rubber caps and the 
husband quickly became the victim of a non-gonorrheal 
urethritis. The third case, a serious attack of inflamma- 
tion of the uterine appendages and pelvic peritonitis, 
seemed directly ascribable to the use of a soft rubber 

(1) Medicine, June, 1902. 
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pessary. These pessaries are frequently left in the vagina 
during the interval between menstruations, and of course 
under such conditions there is retention of secretions 
which would normally flow outward. Skilful introduc- 
tion, removal at short intervals and effective antiseptic 
douches are necessary conditions for reducing to a mini- 
mum the danger of using soft rubber pessaries. 

Intra-uterine Pessary. The use of an intra-uterine 
pessary which consists of a stem with two feather-shaped 
wings which fit together when closed and spring out into 
the comua when introduced is exploited by Hollweg.^ 
The purpose of this pessary, which when once in place 
does not fall out, seems to be the prevention of concep- 
tion. Its inventor says that it is a safe means to this 
end. In healthy women he claims that it causes no dis- 
comfort, neither pain, bleeding nor discharge. It is made 
of metal, and, though some oxidation may take place, no 
damage to the general system follows thereby, although 
the instrument remains in place for a long period. In 
connection with this paper it is interesting to read an- 
other by Keferstein.2 This author quotes a paragraph 
from a Magdeburg daily newspaper which evidently has 
reference to the inventor of the above-mentioned pessary. 
It seems that some five women considered themselves in- 
jured by wearing this pessary and brought the matter 
before the courts. The outcome was that the defendant 
was sentenced to five months' imprisonment. Keferstein 
comments upon the fact, brought out in the trial, that 
such pessaries were introduced in seven or eight hundred 
cases, by comparing the birth rate in Magdeburg in the 
first and the last years of the last decade. It seems that 
despite considerable immigration into the city the births 
fell from 8,244 in 1891 to 7,224 in 1900. The pessary 
evidently did the work it was intended to do, but in the 
five cases which were carried to the court it seems that it 
also did varying amounts of damage. 



(1) Therapeutl8che Monatsbefte, September, 1902. 

(2) Centralblatt fUr Gyn^kologie, 1902. No. 23. 
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PAET II. 
INFECTIONS AND ALLIED DISOBDESS. 

Tuberculosis. 

Anatomic and Clinical Aspects. The summed-up re- 
sults of a very extended and laborious investigation of 
the anatomic and clinical aspects of tuberculosis by Mer- 
letti^ deserve quotation in full: 

1. Tuberculosis of the genitals is more common in the 
female than in the male, and is met with in 12.6 per cent 
of tubercular women, but in only 2.4 per cent of tuber- 
cular men. 

2. This greater frequency seems to depend not merely 
upon the more intimate relations of the female genital 
organs with the peritoneum and intestine, but also upon 
causes of infection inherent in the functions of generation, 
for in tubercular women genital tuberculosis is met with 
in 22.8 per cent during the child-bearing age, in 7.3 per 
cent before puberty, and in 20.6 per cent after the meno- 
pause. 

3. Though for the most part secondary (81.4 per 
cent), in a considerable number of cases genital tuber- 
culosis is primary (18.6 per cent). 

4. Tuberculosis of the uterus is not so rare as has 
been supposed; it was met with in 75 out of 172 cases 
in which the genitals were affected. It is admitted that 
in the groat majority of instances the infection of the 
uterus is secondary- to that of the tubes. 

5. Hyperplasia of the genitals, and especially of the 
uterus, may be accepted as an anatomic condition favor- 
ing the development of the tubercle, and is very frequently 
associated with tubercular disease. 



(1) Archivio di Obstet. e Giop''., December, 1901; Abstracted in Brit- 
ish Gynecological Journal, May, 1902. 
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6. Cervical tuberculosis is met with in three forms: 
(a) the miliary, which is the most easily recognized; (b) 
the catarrhal, which may be mistaken for simple catarrhal 
cervicitis; and (c) the ulcerous form, which macro- and 
microscopically may very closely resemble cancroid of the 
vaginal cervix. 

7. Petif s distinction of the forms which tubercle may 
assume in the body of the uterus, as "endometritic,'^ "in- 
terstitial," and "mixed," is the most expedient from the 
clinical and the most exact from the anatomic point of 
view. 

8. The microscopic demonstration of bacilli in the 
uterine secretion in cases of tubercular disease of the 
uterus itself, or of the adnexa, is extremely difficult. 

9. When the endometrium is the seat of the disease, 
curettage may aid in the diagnosis by permitting the rec- 
ognition of characteristic lesions (giant cells, tubercular 
follicles), but except in the earlier stages of the disease 
the bacilli are as hard to find in the scrapings of the 
uterus as in the secretion. 

10. The inoculation of animals with the uterine se- 
cretion is most valuable in the semeiology of tuberculosis 
of the uterus or of the appendages. 

11. There is some reason to believe that the uterine 
secretion may be infectious when the tuberculosis affects 
the peritoneum only, and not the uterus or adnexa. 

12. The tubes are the most favorable seat for the dis- 
ease, and were affected in 157 out of 172 cases of genital 
tuberculosis. 

13. In acute miliary puerperal tuberculosis a caseous 
focus is frequently found in the tubes. 

14. Tubercular salpingitis is, almost always, bilateral. 

15. In tubercular salpingitis, more often than in any 
other kinds of inflammation, owing to the constant closure 
of the abdominal ostia, and the hyperplasia generally 
affecting the tubes (W. A. Freund), an objective sign for 
diagnosis may be found in the presence of a tumor in 
form like a rosebud. 
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16. The following forms of tubercular disease of the 
tubes have been recognized: (a) A tubercular perisal- 
pingitis, in which the serosa only is the seat of granula- 
tions; (b) a miliary parenchymatous salpingitis, in which 
the mucosa and musculosa are both affected; a tubercular 
endosalpingitis, in which the mucosa alone is involved 
(rare, Williams). 

17. The epithelium of the tubal mucosa suffers with 
the evolution of the disease; the usual ending is caseous 
degeneration. 

18. The presence of nodules at the isthmus of the tubes 
(salpingitis isthmica nodosa) is not pathognomonic of 
tubercle; but such nodules are more frequently found in 
this connection. 

19. Such nodules are either congenital, to be referred 
to Miiller's or Wolff's ducts, or are due to some chronic 
inflammatory process (gonorrhea, tubercle, etc.). 

20. The ovary exhibits a certain resistance to tuber- 
cular infection (only 25 instances in 172 cases of genital 
tuberculosis). This seems most probably to arise from 
the timely beneficial protective action of exudations and 
adhesions of the pelvic peritoneum by which the gland 
has been encapsuled; perioophoritis is common, but true 
oophoritis is rare. 

21. More than half of the tubercular ovaries met with 
exhibit cystic degeneration. 

22. The tubercular process seems to originate in the 
elements of the stroma and not in those of the ovisacs. 

23. In diagnosis, great value is to be given to the 
prominence, on digito-rectal examination, of granules and 
nodules about Douglas' pouch and the sacro-uterine liga- 
ments (granulo-nodular Douglasitis). 

24. In addition to the local objective signs, the an- 
amnesis of the case and the general condition of the 
patient, especially as regards the peritoneum, intestine 
and lungs, are of very great importance in deciding 
whether any affection of the genitals may be tuberculous 
or otherwise. 
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Diagnosis, Prognosis and Treatment. A number of ex- 
tended papers have recently been written by German 
gynecologists upon the subject of tuberculosis of the female 
generative organs. C. Ahlefelder^ gathers figures which 
go to show that 18 or 20 per cent of consumptive women 
have pelvic tuberculosis. Judging from his own clinical 
experience and that of others, probably from 2 to 7 per 
cent of the regular run of gynecologic cases are aflBicted 
with tuberculosis of the genital tract. 

A. Hartz,2 in a long article based upon a most thorough 
study of the literature, agrees with these figures. He says 
the disease occurs at all ages ; its symptoms are uncertain. 
There may be amenorrhea, menorrhagia or regular men- 
struation. The symptom of pain is exceedingly variable. 
A woman may have tubercular salpingitis and long be 
unaware of it. The diagnosis is frequently a very uncer- 
tain matter from a clinical standpoint. History, heredity 
and the conditions of other organs must be taken well into 
account in addition to the local findings. The prognosis, 
of course, is serious, but there may be a healing of the 
tuberculous lesion, or at least the process may sometimes 
come to a standstill. 

A. Martin,^ at the close of a serious study of the subject, 
summarizes our present knowledge as follows : 

1. Tubercular infection of the female genital tract is 
more frequent than was formerly recognized. 

2. It can take place anywhere in the tract. 

3. Primary infection is much rarer than secondary in- 
fection. 

4. Ascending infection — ^that is, infection from the 
outside — may occur, but it is infrequent as compared with 
infection from above. Probably most frequently the ba- 
cilli come from the intestine, either directly to the genital 
organs or via the abdominal glands or the peritoneum. 

5. In any form of the disease it may spread by con- 



(1) Monatsschrift fOr Oeburtshilfe und Oyn&kologie, September, 1902. 

(2) Ibid. 

(3) Ibid., October, 1902. 
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tinuity or may be carried by jumps without the intervening 
tissue being affected. 

6. The disease may get well in one spot, as, for in- 
stance, the original lesion, and yet be active in others. 

7. A distinct predisposition to later tubercular infec- 
tion is caused by chronic inflammations, whether of puer- 
peral, gonorrheal or luetic origin. 

8. The symptoms are so variable that none of them are 
pathognomonic. 

9. Inflammation of any part of the genital tract in a 
tuberculous person should suggest to us the possibility of 
tuberculosis there. 

10. In the present state of our knowledge the diagnosis 
is an affair of pathologic anatomy. In most cases bacilli 
may be found in the tissue. If they are not, we usually 
find the typical tubercles, which many regard as suflBcient 
to establish the diagnosis. 

11. The prognosis is grave, and if the tuberculous 
process is extensive the case is hopeless. 

12. If the disease is secondary, therapeutics consist in 
general and symptomatic treatment. 

13. If the disease is limited to the genitalia, or if in a 
secondary case it immediately threatens the life of a 
person who might otherwise live for some time, then the 
indication is immediate and thorough extirpation of the 
diseased tissue. 

Gonorrheal Infection. 

Treatment of Local Varieties. A very practical article 
upon the treatment of the various anatomic varieties of 
gonorrhea in the female appears by W. B. Small.^ The 
treatment advised in each case is not necessarily the very 
latest suggestion of the manufacturing chemist, but each 
remedy is recommended from the basis of many compara- 
tive trials. The article is so full of practical points that 
it is shortened rather than abstracted. 



(1) University of Pennsylvania Medical Bulletin, July, 1902. 
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Urethritis. The symptoms of frequent, painful and 
burning urination are so often ascribed by the general 
practitioner to "cold in the bladder" that unfortunately 
the acute stage of gonorrheal urethritis is rarely diagnosed. 
In»this first stage, often known as the increasing stage, 
the discharge is small in amount. On examination it 
shows an abundance of epithelial cells and few pus cells 
not well defined in character ; numerous cocci ; tie gono- 
cocci few, and confined almost exclusively to the epithelial 
cells. Under these conditions local treatment is contra- 
indicated. Carbonated and acidulous drinks are positively 
interdicted. Internally, a powder consisting of potassii 
bicarb., potassii bromid., salol, aa gr. x, every four hours, 
given until the dysuria is somewhat relieved. The dis- 
charge then becomes more purulent. Pus cells will pre- 
dominate; few epithelial cells; the gonococcus will be 
quite plentiful, occurring in the pus cells, and the field 
will be almost clear of any other kind of cocci. Local 
treatment should then be instituted, consisting of irriga- 
tion of the urethra with protargol, one-half of 1 per cent 
solution, increased to 1 per cent solution in seven to ten 
days afterward. This is accomplished by Skene's reflux 
catheter or a soft rubber catheter. Internally, a capsule 
containing olei santili, balsam copaiba, aa m. v, with one 
of the vegetable digestants — such as papoid or caroid, aa 
gr. iij — ^is given. Careful note should be made of the 
urine in relation especially to its frequency, for a condi- 
tion resembling markedly the well-known posterior urethri- 
tis of the male is likely to develop. In the female the 
urethro-cystitis includes more of the bladder surface than 
in the opposite sex. This condition is diagnosed by the 
increased frequency of urination associated with a pre- 
vious urethral discharge, and in severe cases by terminal 
hematuria. A good treatment in this stage is protargol 
(1 per cent solution) applied directly to the bladder wall, 
while capsules of copaiba and sandal-wood are adminis- 
tered internally. This line of treatment is followed until 
the symptoms and the urine show the inflammation to be 
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confined entirely to the urethra. When the examination 
of the discharge shows pus cells small in size, few if any 
epithelial cells, and the gonococcus, when found, of a 
not well-nourished variety, then a slightly astringent in- 
jection of zinci sulph., pulv. alum, aa grs. xv; hydrastis, 
fl.oz. j; aqua destillat., fl.oz. iv; or zinci sulph., pulv. 
alum, aa grs. xv; acid, carbolic, gtt. iv; aqua destillat., 
oz. iv, will help dry up the discharge. After using this 
injection for two or three weeks, the discharge will be 
seen to consist of pus cells, not well defined, and a few 
epithelial cells; the gonococcus is seldom seen, and when 
apparent its well-known distinctive features are almost 
obliterated. A more astringent injection may now be 
used to advantage, such as zinci acetat., acid, tannic, aa 
grs. XX ; aqua destillat., fl.oz. iv, which will in most cases 
be followed by an entire cessation of the discharge. If 
"clap shreds" persist, the passage of a sound, with slight 
massage of the urethra per vaginam — to iron out, so to 
speak, all the mucous membrane — should precede the in- 
jection. When all the "tripper faden" are absent from 
the urine after a discontinuance of treatment for one week, 
and the patient has been allowed to use her own inclina- 
tions as to stimulants, and a menstrual period has passed 
with no return of the discharge, the condition may be 
considered cured. A discharge continuing for eight weeks 
or more must be classed as chronic This is the form most 
frequently seen by the general practitioner. Chronic 
urethritis in the female may be divided into three classes, 
from the standpoint of treatment — anterior, middle and 
posterior — the anterior embracing the "urethritis of 
Guerrin," namely, gonorrheal infection of the follicles, 
especially those referred to as Skene's, and four or five 
other follicles found in the vestibule. Pure ichthyol in- 
jected with a hypodermic syringe having a blunt point 
will quite frequently destroy the infection, obviate the 
tendency to abscess formation, and in most cases give 
permanent relief. If the above treatment is not success- 
ful, pure nitric acid, or a Paquelin cautery, carefully 
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applied, will entirely destroy the follicle. Middle ure- 
thritis — that portion posterior to Skene's follicle and ex- 
tending to the sphincter — is the seat of chronic granular 
urethritis. The passage of a full-sized sound, with mas- 
sage per vaginam, followed by irrigation with argentic 
nitrate, beginning with a solution of 1 to 4,000, increasing 
in strength to 1 to 1,000, or ichthargan, 1 to 2,000, will 
hasten a cure. The above treatment, continued two or 
three times weekly for two to four weeks, followed by the 
use of a corrugated sound with Finger's ointment — 
potass, iodid, dr. jss; iodin, pure, gr. xv; olive oil, dr. 
jss; lanoline, oz. iij — ^inserted in the urethra and allowed 
to remain five to ten minutes, almost always results in a 
cure. Chronic posterior urethritis is a form of vesico- 
urethral fissure characterized by frequency of urination, 
and is marked by pain, with tenesmus at the close of 
urination. Skene's or Kelly's endoscope, or a similarly 
constructed instrument, gives the best view of the condi- 
tion. The infected areas may be hidden in the folds of 
mucous membrane, and unless these are opened out they 
may escape detection. The treatment consists of dilata- 
tion of the sphincter by the uterine dilator arid the ad- 
ministration of urotropin, gr. v, every few hours, to 
make the urine as bland as possible. In severe cases the 
establishing of a vesicovaginal fistula may be necessary in 
order to give as complete rest as possible to the sphincter. 
Cervical Gonorrhea. The diagnosis of this can be made 
only by the microscope. When a patient is examined and 
urethritis virulent in character is present, an examination 
of the cervical discharge is obligatory. No symptoms 
usually manifest themselves at the beginning. After the 
condition has been determined, the application of a 1 or 
2 per cent solution of protargol should be made to the 
cervical canal. This will be found perfectly easy in those 
cases having a patulous cervix or a laceration following 
childbirth ; but in those cases of pinpoint or a very nar- 
row cervical canal, dilatation will be necessary to admit 
the syringe. The one most useful for the purpose re- 
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sembles the deep urethral syringe of the male, but having 
no curve. The syringe should be inserted to the internal 
OS, and the liquid injected very slowly while it is with- 
drawn; from five to ten minutes should be consumed in 
the application. The above treatment should be made 
every other day — when possible, every day — until the pus 
cells do not show any gonococci and the epithelial cells 
begin to predominate in the discharge. Ichthyol and 
glycerin, 20 per cent solution, should then be used, taking 
five to ten minutes in making the application, always 
following the rule to inject only upon withdrawal of the 
syringe, and to take great care not to make a forcible 
injection. The principal objection to this line of treat- 
ment seems to be the induction of uterine contraction and 
forcing the excess of fluid through the Fallopian tubes. 
If the above rules are followed in making the application, 
the possibility of causing uterine colic is slight. After 
the discharge is entirely free from the possibility of in- 
fection, treatment should be stopped and an examination 
made at the close of the next menstruation. If after 
repeated trials no gonococci are found, the case may be 
considered cured. If a return is apparent, a solution of 
argentic nitrate, 5 to 10 per cent, should be used. Ich- 
thargan in some cases seems to act well. If after trial of 
the above remedies the virulence of the infection still 
persists, pure carbolic acid and curetting should be re- 
sorted to. When the gonorrheal infection has extended to 
the body of the uterus, in most cases the diagnostic ability 
of the person in charge will be greatly taxed. The sooner 
a thorough cur^ttement is instituted the better, especially 
in those cases where malposition of the uterus preclude? 
the possibility of free drainage. The percentage of tubu- 
lar disease is markedly diminished. In curetting cases of 
infection by the diplococcus of Neisser, special care should 
be taken to sterilize the lower cervical canal and vagina 
before inserting the curette. Following the curettage, the 
entire uterine cavity should be swabbed out with protargol, 
5 to 10 per cent solution, in order, as far as possible, to 
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reach any points of infection not removed by the opera* 
tion and to kill any of the organisms which are situated 
deeper in the tissue. The after-treatment consists in the 
frequent application of protargol or other solutions in 
different strengths, depending upon the condition of the 
case, preferably by inserting gauze saturated with the 
application. 

Specific vaginitis is a much-disputed disease, many 
doubting its existence, and an equal number being sure 
of its presence. If the gonococcus is placed in a per- 
fectly healthy vagina of a married woman, infection sel- 
dom occurs. In the infant subjected to infection by dirty 
towels, or those infected by rubbing the gonorrheal penis 
over the genitalia of a female child — a bestial habit re- 
sorted to by a certain superstitious class in the belief of 
curing the condition — ^vaginitis in its most virulent form 
occurs. Vaginitis in the infant is especially difficult to 
treat, particularly when the vaginal opening is ver}' 
minute. Careful dilatation is necessary, for unless free 
drainage is present any hope of cure is out of the question. 
The special susceptibility of the almost embryonic mucous 
membrane and its poor recuperative power make it quite 
prone to a chronic condition. Weak solutions of boric 
acid, followed by protargol, 1 per cent solution, and keep- 
ing the urine as non-irritating as possible, should be in- 
stituted in the acute stages. This treatment, if followed 
carefully for two to four weeks, will reduce the amount 
and purulent character of the discharge; then a mildly 
astringent irrigation of zinc and alum will diminish the 
discharge so that it is almost imperceptible, but if dis- 
continued for a few days it will be followed by a prompt 
return. Small suppositories of ichthyol, inserted after 
touching up all ulcerated points with argentic nitrate, 1 
to 2 per cent, usually heal the infected areas. Gonorrhea 
of the vagina in older persons will permit of frequent 
douching with potassium permanganate, 1 to 2,000, fol- 
lowed by protargol, 1 per cent solution, until the acute 
stage has somewhat subsided. The careful exposure of. 
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the vagina, in the knee-chest posture, with an especially 
constructed wire speculum, followed by swabbing the 
entire surface with protargol, 5 per cent solution, and 
placing a tampon containing a weak ichthyol ointment so 
that the vaginal walls will be separated, is essential. 
This should not be retained longer than twelve hours., 
followed by a cleansing douche of at least three gallons 
of hot water, then another quart of mildly astringent 
douche. If the vagina should become ulcerated, espe- 
cially in the posterior vaginal vault — ^a condition fostered 
by an irritating discharge from the cervix — strong solu- 
tions of argentic nitrate, pure ichthyol, and the removal 
of the accentuating feature will almost always give per- 
manent relief. 

Vulvitis. The age of the patient has a marked influ- 
ence on the method of treatment to be instituted. In the 
infant, boric acid solution and liquor plumbi subacetatis 
diluted, equal parts, should be frequently used to cleanse 
the parts. A few layers of gauze saturated with the above 
solution should be kept between the labia. Rest should 
be instituted whenever possible, to avoid the tendency to 
bubo formation. After the acute stage has somewhat 
subsided, careful painting of the inflamed surface with 
argentic nitrate, 2 per cent solution, should be tried, fol- 
lowed by a dusting powder of pulverized boric acid and 
pulverized acetanilid, equal parts. In older patients the 
most important part of the treatment consists in complete 
rest and the induction of free drainage by the insertion of 
gauze saturated with protargol, 2 per cent solution, be- 
tween the labia majora, followed, after the acute symp- 
toms have somewhat diminished, by painting the surface 
with argentic nitrate and dusting powder. 

Rectal Gonorrhea, which is frequently caused by the 
backward flow of the infectious vaginal discharge, mani- 
fests itself usually by pain and tenesmus. In the early 
stages a 1 per cent solution of protargol combined with 
deodorized tincture of opium can be used to* advantage. 
Not more than one ounce of this solution should be in- 



GONORRHEAL INFECTION. 67 

jected at any one time. The patient should be kept in a 
recumbent posture, in order that the application be re- 
tained as long as possible. After the acute stage has 
subsided an astringent injection of zinc sulph., powd. 
alum, aa gr. xv; bismuth subcarb., dr. iij; pure water, 
fl.oz. iv, is useful. If after this treatment the discharge 
persists, the examination of the rectum with an illumi- 
nated speculum will usually show granulating areas. To 
these argentic nitrate should be carefully applied, followed 
by an injection of alum and tannic acid. 

Oonorrheal hubo in the female does not seem to be as 
frequent as in the male. At the first evidence of any 
swelling of any one of the glands in the groin, the part 
should be, as far as possible, made immovable. An oint- 
ment composed of ung. hydrarg., ung. belladonnae, ichthyol 
(pure) and lanolin, equal parts, should be applied. 

This combination is spread on lint at least half an inch 
in thickness, is covered by wax paper, and over this a 
well-fitting pad of cotton is placed, and this is held in 
place by a tight bandage. On top of the first bandage 
another should be placed, increasing with each turn the 
amount of pressure until three bandages have been used, 
each three inches in width and eight yards in length. 
This dressing should be removed every other day, exam- 
ining the gland every time to see what progress the in- 
flammation is making. If the above treatment has been 
followed for one week without any distinct improvement 
in the condition, the possibility of aborting or stopping 
suppuration is slight. This form of treatment in the 
author's hands has resulted in 70 per cent of cures in 
simple gonorrheal bubo. When the glands fail to react 
to the above line of treatment, hot applications, frequently 
applied, will at times cause absorption, even when fluctua- 
tion can almost be elicited. Failing in this, a clean dis-. 
section of the gland must be made, and the incision may 
then be closed as a clean wound. If the gland is necrotic 
and breaks down during the attempt at dissection, it must 
be lightly curetted and swabbed with pure carbolic ^^c^^. 
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Treatment from the Biologic Standpoint. The rational 
relation of the treatment of gonorrhea in women to the 
biologic characteristics of the gonococcus and to reaction 
of infected tissues is the subject of an article by V. 
Schultz.i We know from the various researches which 
the author cites that the gonococcus grows best on a 
nutritive material which contains peptones; that without 
a constantly fresh supply of such material it evolves 
substances which impede its growth; that it manufac- 
tures a definite toxin; that it grows best at body tem- 
perature, resists cold well, but is sensitive to heat; that 
it resists quite well for five to ten minutes the usual 
substances in the usual solutions with which it is com- 
bated; that certain involution forms of the coccus main- 
tain long a latent power to become virulent when fresh 
nutritive material is offered. We know that the gono- 
coccus has great power of tissue invasion, and that it is 
resisted by the leucocytes which endeavor to stem its in- 
vasion and by the rapid regeneration of the mucous 
membrane cells. In acute conditions the fever is also 
somewhat inimical to growth of the organism. 

In considering treatment from the standpoint of these 
facts we must first remember that all gonorrheal infection 
is completely healed only through the natural reactions 
of the tissues. Without this reaction no thorough elimi- 
nation of the germ is possible. There are three points to 
be aimed at in treatment: 1, relief of the subjective 
symptoms; 2, hindrance of extension of the infective 
process ; 3, elimination of the gonococcus. The first point 
is the subject of much well-known teaching on local treat- 
ment, and need not be considered. The second point 
demands attention to a number of precautions for the pre- 
vention of injury to tissues. The woman who is infected 
must avoid all sexual excitement. Schulz, where he 
thinks his advice will not control patients well enough, 
tampons his patients and has them return for change of 
tampons every few days until well. In acute eases all 

(1) St. Petersburger medicinische V^Tochenschrift, 1902, Nos. 25, 28. 
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stretching and lifting movements must also be avoided. 
The most painstaking cleanliness of the external genitals 
must be practiced. There must be care for the general 
nutrition and treatment of anemia, etc., when it exists. 
The bowel functions should be carefully regulated. Avoid 
all unnecessary instrumentation and handling of the geni- 
tal organs. Finally, the semen of the sexual partner 
ought to be examined in order to know whether he is the 
source of a constant infection. 

The third point, elimination of the gonococcus, is not 
easy. Whatever the ordinary local applications achieve, 
they certainly do not reach the subepithelial tissues where 
the gonococci are usually intrenched. Limitation of the 
infective process is a work which can be done only through 
the organism of the host by the round cell infiltration 
and other processes of inflammation, therefore these in- 
flammatory changes should not themselves be interfered 
with. Before all things, for this purpose, during the first 
days of the outbreak of the sickness no local treatment 
should be instituted. In two or three weeks treatment 
should be surgically pushed, remembering again that this 
must be stopped during menstruation and for a few days 
before and afterward. For the purpose of preventing the 
advance of the infection either when already in the uterus 
or the adnexa, Schultz goes so far as to say that rational 
treatment demands the induction of a temporary artifi- 
cial menopause, which may be brought about by uterine 
injections of a solution of iodin in alcohol. Menstruation 
directly favors growth of the gonococcus through the con- 
gestion and outflow of blood which furnish it with its 
favorite diet of peptones. The best way of elimination 
of the gonococcus is by starving it to death, an3 the in- 
jection of iodin-alcohol shuts off its food by coagulating 
the mucous layer of the uterus and later bringing about a 
new and healthier growth of the same. This solution is 
also readily absorbable along the lymphatic and blood 
routes where the gonococcus is prone to spread. Schultz 
acknowledges that these injections have many opponeivt.'^. 
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but says that their abjections are due to theoretic con- 
siderations. This form of intra-uterine treatment, under- 
taken properly, is practically safe, and, without being a 
panacea, readily accomplishes valuable results. When the 
isthmus of the Fallopian tubes first becomes sensitive, or 
there is a painful spot to be found in the pouch of Douglas, 
then the injections have to be given with prudence on ac- 
count of possible pain caused. However, a syringe full can 
often be given at the first treatment. The pelvic dis- 
comfort lasts at most not more than one-half of an hour. 
These patients are treated by Schultz in his office. For 
those practitioners who have not had much experience, 
Schultz advises giving a hypodermic of morphin ten min- 
utes before the first application. If the infective process 
is limited to the uterus, then even the application of a 
.few drops of iodin-alcohol to the cavity of the uterus will 
cause much pain. Schultz in such cases uses an appli- 
cator with the iodin-alcohol of from 5 to 20 per cent. 
^ He washes out the uterine cavity first with warm solution 
of sodium bicarbonate, and if he notices contractions at 
the internal os, he dilates it under strict aseptic precau- 
tions up to No. 18 to 21 of the metal dilators. Then he 
makes his application of iodin-alcohol. In order to take 
care of the overflow of the injection from the uterus, the 
fornices of the vagina must always be tamponed. 

Although these methods have been criticised by some 
gynecologists as unsurgical, still they have been recom- 
mended by very good men, and, viewed from the stand- 
point of our knowledge of the biology of the gonococcus, 
Schultz thinks that these methods are the most rational 
ones we possess for combating its destructive tendencies. 
All other methods up to the point of surgical removal of 
tissue are thoroughly ineffectual. 

Gonorrheal Invasion. The invasive power of the gono- 
coccus has lately been beautifully demonstrated by E. 
Kraus,^ who shows micro-photographs of the deep layers 



(1) MoDatsschrift fiir Qe1E)urtsbllfe und Gyngkologie, August, 1903. 
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of the Fallopian tubes which contain gonococci in abun- 
dance. 

Specific for the Gonococcus. As a specific germicide 
for gonorrheal inflammations of the vagina and cervix 
Giinther^ recommends zinol. This substance, which 
consists of one part of acetate of zinc to four parts 
alumnol, is used in a 3 per cent solution for irrigation 
twice a day. Gauze impregnated with a 5 per cent solu- 
tion is used for uterine tamponade in these cases. The 
writer expressly recommends caution in this procedure 
because in cases of gonorrheal salpingitis or pyosalpinx 
the uterine contractions which are set up may cause 
gonorrheal pus to be expressed through the abdominal 
end of the tube. 

Bartholinitis. Inflammation of the vulvo-vaginal or 
Bartholin's gland is discussed by M. Jullien.^ The au- 
thor calls attention for the sake of correct diagnosis to 
the exact position and size of the gland and its duct. The 
gland of Bartholin has normally about the dimensions 
of an almond. It is situated on each side of the vulvo- 
vaginal orifice, 1 cm. outside the hymen, 2 or 3 cm. from 
the free border of the labia majora. It is in relation above 
with the bulb of the vagina, a fact to be remembered in 
operative work if a considerable hemorrhage is to be 
avoided, and below with the labium majus. The excretory 
duct is 15 to 18 mm. long and about 2 mm. in diameter; 
it opens usually in the little fold which marks the junc- 
tion of the labium minus with the hymen. The point 
of opening varies somewhat in position and there may be 
two ducts. The lymphatic supply of the gland is con- 
nected with the inguinal system. The position of the 
gland renders it specially liable to mechanical compres- 
sion during coition and therefore any infective contents 
may be readily expressed out upon the surface of the va- 
gina to render contagion particularly easy. The function 
of the gland in discharging its contents during the sexual 
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orgasm also makes its infection a great menace to a sexual 
partner. 

There may be a simple inflammation of the gland caused 
by the traumatisms of masturbation, excessive coitus, etc., 
but of course by far the most common cause of inflamma- 
tion is the gonococcus. Gonorrheal inflammation of thci 
gland may be direct or indirect. It may be preceded 
by urethritis and vaginitis, or, as in a case cited by Jul- 
lien, there may be a severe bai-tholinitis without any other 
local inflammation and with a virgin hymen. Such a 
case can readily infect the male. An acute inflammation 
of the vulvo-vaginal gland runs the usual course of an 
abscess. Lasting from one to two weeks, if left alone it 
usually bursts spontaneously, but does not discharge its 
contents through the duct. After the spontaneous dis- 
charge there is always left more or less sloughing tissue, 
and the consequent formation of a cicatrix. A chronic 
inflammation of the gland may arise following an acute 
attack, or without there having been either objective or 
subjective signs of such an acute attack. Such chronic 
inflammations are almost as much of a menace as the acute 
cases. They terminate often by the formation of a fistula 
which sometimes opens in the neighborhood of the orifice 
of the duct. Vulvo-rectal fistulae are always the result of 
inflammation of the gland of Bartholin, and the rectal 
orifice opens some 4 cm. above the anal sphincter. Thin 
fistulous passage is small enough to limit the passage of 
liquids, but gas may readily enter the gland. 

The treatment of an acute case at first consists of 
application of boric acid compresses and antiseptic 
douches. When fluctuation is manifest it is probably 
always best to open the gland in the neighborhood of tlie 
duct. After evacuation of the contents it is necessary 
to carefully watching the healing process in order to pre- 
vent repair taking place principally from the edges and 
uniting over the top to form a cyst. JuUien uses a con- 
centrated solution of resorcin for injection into the gland 
to destroy the lining wall and each day he introduce? thu 
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finger through the fistula in order to break down adhe- 
sions. Thus the healing process is gradually completed 
from the bottom upwards. He also for the same pur- 
poses leaves in the opening a tampon soaked in the re- 
sorcin solution. Treatment of chronic bartholinitis can 
sometimes be carried. out without any cutting. It is then 
necessary to catheterize the excretory duct and use injec- 
tions of a silver salt or hydrogen dioxid. Total ablation 
of the gland is necessary in some cases, but a much sim- 
pler measure is that of injecting some sclerogenic solution 
into the gland and its neighborhood. A few drops of a 
10 per cent aqueous solution of chlorid of zinc will pro- 
duce a rapid atrophy of the glandular tissue. After a few 
weeks a very small mass of hard tissue will be found 
occupying the position of the gland. Other authors ad- 
vocate using for the same purpose a saturated solution 
of picric acid or a saturated alcoholic solution of salicylic 
acid, and report equally good results. 

The early symptoms in an acute case of infiammation 
of the gland of Bartholin are to be met, according to 
E. E. Montgomery,^ by efforts to limit the infiammation. 
Cold applications and lead water and laudanum washes 
are indicated. As acute symptoms subside, the stenosed 
duct can be dilated and the gland irrigated with fairly 
strong antiseptic solutions. If the gland is incised, atresia 
of the opening and cyst formation almost always takes 
place unless all parts of the gland wall are removed. This 
removal of all parts is a difficult matter after collapse of 
the cyst or suppurating cavity. A method for complete 
removal is suggested which aims to make the procedure 
really practicable. The gland is to be emptied by an aspir- 
ator and without withdrawing the needle, the sac is in- 
jected with melted paraffin. This paraffin is then hardened 
by the application of cold and the sac can now be thor- 
oughly traced and dissected out. This procedure permits 
immediate closure of the wound, and there is less after 
care and less distortion of the vulvar orifice than when 
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continual packing of the cavity and breaking up of adhe- 
sions has to be carried out. 

Ichthyol. The use of ichthyol in diseases of the geni- 
ital mucosa is discussed by Goldmann.^ He strongly ad- 
vocates the use of a 10 per cent mixture of ichthyol in 
vaselin, instead of in glycerin, unless the special affinity 
of glycerin for water is strongly indicated. The ichthyol 
dissolves more completely in vaselin, and so is absorbed 
better ; besides the burning and itching caused by the gly- 
cerin is, of course, absent. The mixture proves to have 
analgesic and resorptive effects as well as being germicidal. 
It is specially efficacious in the various forms of vaginitis, 
whether primary or due to endometritis. The disinfect- 
ing action is very well marked in all cases where disease 
of the genital mucosa is accompanied by profuse and foul 
discharge. Goldmann in appropriate cases uses tampons 
of ichthyol vaselin which are left in place for 12 hours, 
followed by warm irrigations. 

Ichthargan. Ichthargan — a combination of ichthyol 
and silver, containing 30 per cent of the latter — is highly 
recommended by Angelini^ as a substitute for ichthyol. 
He uses vaginal capsules or ovoids, each containing 20 to 
25 cgm. of ichthargan combined with solidified glycerin, 
2 per cent aqueous solution for intrauterine injection, 1 
per cent solution in glycerin or distilled water for tam- 
poning. The theoretical advantage of this new drug is 
that it has a much higher bactericidal potency and greater 
penetrative powers. It has a not unpleasant odor of ich- 
thyol. Clinically it apparently acts more promptly as an 
antiphlogistic and works with great thoroughness. 

Pruritus Vulv^. 

The etiology and therapeutics of pruritus vulvae are dis- 
cussed by L. Seeligmann,^ who has made research on the 

(1) Der Frauenarzt, July 18, 1902; Abstract in British Medical Jour- 
i^al, November, 1902. 

(2) Abstract, American Gynecology, September, 1902. 

j[3) Deutsche Medicinische Wochenschrift, February 27, 1902. 
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subject during some 10 years. Without doubting that 
pruritus has for its cause any one of a number of differ- 
ent conditions, this author has busied himself with inves- 
tigating bactieriologic causation. While all possible mate- 
rial was used for this research, yet preference was given 
to those cases in which neither recognized endogenous nor 
exogenous causes were discoverable. In all instances he 
announces that he was able to develop a pure culture of 
a diplococcus, which resembled the gonocoecus in form, but 
was to be differentiated, first by its being stained accord- 
ing to Gram's method and, second, through its cultural 
peculiarities. In every case he implanted the material 
with a sterile loop directly from an itching spot to the 
culture medium. The worth of experiments upon animals 
with this diplococcus does not seem great enough to 
appeal to Seeligmann, and implantation upon the human 
skin for obvious reasons he has not done. Seeligmann 
speaks of the difficulty which exists in differentiating early 
cases of kraurosis vulvae from pruritus, since not rarely 
there is intense itching in the first stages of the former. 
The anatomic changes of subacute inflammation in the 
connective tissue, papillae and the ensuing fibrosis of the 
nerves and nerve endings which Webster has described in 
connection with pruritus vulvae Seeligmann believes belong 
to the picture of kraurosis. In all his own pathologic re- 
searches, he has seen no such changes in a case of pruritus. 
The therapy of this disease according to this author 
seems to be a comparatively simple matter. He has under- 
taken a large number of researches upon the effect which 
guaiacol has upon the pure culture of his diplococcus, and 
the findings agree with the clinical results. A 10 per cent 
solution of guaiacol in vaselin added to a pure culture 
for 5 minutes resulted in the destruction of the diplo- 
cocci. In cases where he had used this guaiacol ointment 
as a therapeutic agent, he was not able later to prove the 
presence of the cocci. Seeligmann says that he has had 
a large number of xBases of secondary and idiopathic pru- 
ritus to treat, among them being some very severe cases, 
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one woman after years of unsuccessful consultation with 
physicians had attempted suicide on account of the in- 
tense itching, and yet by his method he has quickly helped 
them all. The itching of kraurosis, however, he reminds 
us is to be treated only by removal of all the affected 
tissue. 

The details of Seeligmann's method are as follows: 
After a thorough cleansing of the vagina and after heal- 
ing whatever excoriations may be present by the use of 
bland salves and washes, a 10 per cent mixture of 
guaiacol vaselin is applied to the itching places. This is 
best done just before going to bed, so that the cotton 
with which the application is made can remain in contact 
with the affected region over night. This treatment is 
to be repeated on several evenings. In case the 10 per 
cent is not strong enough, one must use 15 or 20 per 
cent, but it must be remembered that in these proportions 
the ointment will quickly prove irritating to the skin. If 
some time after primary relief the itching sets up again, 
a new course of treatment may be necessary to a final, 
favorable result. 

Vaginismus. 

For obstinate cases of vaginismus, TaveU resects the 
internal pudic nerve. This is reached on each side by an 
antero-posterior incision in the corresponding ischio-rectal 
fossa midway between the tuberosity of the ischium and 
the outer margin of the anus. The nerve is located by 
the pulsation of the accompanying artery, and is traced 
backward, freed from the artery, and divided. The 
peripheral portion is then twisted out. 

Infections of the Uterus. 

Bacterio-toxic Endometritis. Under the title '^ac- 
terio-'toxic Endometritis,'^ M. Walthard^ reports a careful 

(1) Rev. de Chir. Abstract, American Journal of Obstetrics, October. 
1902. 

(2) Zeitschrift fiir Geburt-hilfe und Gynakologie, Band 47, Heft 2, 
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pathologic and clinical study of the fonns of endometritis 
which are caused by the presence of bacteria in the secre- 
tions of the uterus, in contradistinction to those inflam- 
mations which are caused by the actual presence of bac- 
teria in the uterine tissues. This whole work is based 
upon previous researches into the bacteriology of the vul- 
var and vaginal secretions which were reported by E. 
Diibendorfer. These showed that the vaginal secretions of 
25 pregnant women in 36 per cent of cases contained 
streptococci and in 12 per cent colon bacilli. In 30 non- 
pregnant women, 30 per cent had streptococci and 27 per 
per cent colon bacilli in the vaginal secretions. These 
bacteria do not necessarily invade the tissues and conse- 
quently may exist in the vagina as saprophytes drawing 
their sustenance from the secretions. Summed up, the 
studies of Walthard demonstrate that what occurs fre- 
quently in the vagina, namely, the insufficiency of self- 
protection by the secretions in the sense of an elimination 
of bacteria, also occasionally takes place in the uterus. 
The bacteria of the vagina enter the cavity of the uterus 
and those which thrive better in the alkaline secretion 
of the corpus than in the vaginal secretion, go on increas- 
ing there. They retain, however, their saprophytic char- 
acter, not entering the mucosa, but producing toxin*. 
These toxins cause a chemical inflammation of the uter- 
ine mucosa (bacterio-toxic endometritis). If the greater 
part of these toxins flow away through the cervical canal 
with the purulent secretion of the mucosa, the gen(?ral 
system remains uninfluenced. With the ret<;ntion and 
absorption of the greater part of the toxins, on the con- 
trary, toxemia supervenes with the objective symptf>ms of 
increase of temperature, quickened pulse, chills, dry 
tongue, and the subjective phenomena of an acuU; infec- 
tion. In spite of the retention of a great many toxins 
and occurrence of the severest toxemia, the bacteria may 
retain their saprophytic character and all phenomena dis- 
appear as soon as their sustenance is withdrawn by the 
emptying of the uterus. 
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While normally nourished tissues are impervious to 
these bacteria, they can enter tissues injured by severe cir- 
culatory disturbances and lay aside their saprophytic char- 
acter and become infectious to their host. 

If a bacterio-toxic endometritis is combined with preg- 
nancy, the retention of the purulent secretion may occur 
without the ovum being materially influenced in its growth 
by the bacteria, at least for a certain time. On the other 
hand, it is possible in such an endometritis for the bacteria 
to enter the fetal envelop and penetrate the placenta and 
increase there, and thereby through bacterio-toxic endo- 
metritis decidualis and the toxemia of the host lead to 
an abortion. If, at the abortion, the fetal tissues are com- 
pletely expelled, the puerperium goes on as would that of 
any aseptic abortion and the uterus is free from bacteria 
again in the first week after the abortion. 

If considerable sized fragments of the fetus remain 
behind, the bacteria increase in these and lead to bacterio- 
toxic endometritis puerperalis, which comes to an end with 
the removal of the nourishing material, that is, with the 
expulsion or cleaning out of the fetal remains. Eesting 
upon our present knowledge of the existence of bacterio- 
toxic endometritis which is conditioned by streptococci, 
staphylococci, or colon bacilli, which maintain at times a 
merely saprophytic character, we are compelled to classify 
the endometritis of bacterial origin differently from that 
heretofore customary. Eegarded from the standpoint of 
the patient, there are two forms of endometritis: 

1. Infective Endometritis. The bacteria penetrate 
into the epithelium and stroma, and there in the tissues 
of their host they multiply. In this group belong the 
inflammations caused by the infectious forms of strep- 
tococcus, staphylococcus, colon bacillus, gonococcus and 
tubercle bacillus. 

2. Bacterio-toxic Endometritis. The bacteria vegetate 
on the uterine secretions or on other uterine contents, but 
do not wander into the tissues of their host. In this 
group belong the saprophytic forms of streptococcus, 
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staphylococcus, colon bacillus, and other saprophytes as, 
for instance, the various forms of proteus. 

Under what condition these mild saprophytic forms of 
the bacteria named may change into the more virulent 
infectious forms is a matter for future research. In some 
of Walthard's cases such development for the streptococ- 
cus pyogenes was observed. 

If we remember that in the vaginae of 36 per cent of 
pregnant women are found streptococci which, of course, 
may possibly spontaneously penetrate into the uterus, and 
that these bacteria are often found for days in the lochia, 
then we must recognize, Walthard thinks, that in spite of 
antiseptic precautions the puerperium will never be en- 
tirely free from morbidity; The easy drainage of secre- 
tions from their various cavities will limit the secretion 
inhabiting bacteria to producing poison with but slight 
toxicity and causing no symptoms. But the occurrence 
of chills and fever in such a case may be easily explained 
by retention and absorption of increased amount of the 
toxins. 

Treatment of Endometritis. The treatment of endome- 
tritis is the topic of a presidential address by W. J. 
Smyly.^ This author calls attention to the fact that while 
the causes of endometritis have largely become known, still 
the gaps in our knowledge make our treatment of the dis- 
ease as yet largely empirical. No doubt treatment would 
be more rational if it were instituted always with refer- 
ence to the particular cause, but in very many cases the 
exciting cause is not at present ascertainable. 

Considering the necessity for local treatment in endome- 
tritis, Smyly thinks that we should always remember that 
treatment should not be more dangerous to the patient 
than is the disease from which the patient suffers. Bear- 
ing upon this point are the facts, first, that no kind of 
interference is entirely devoid of risk, and, second, that 
many women suffer from leucorrhea which causes little 
inconvenience and no danger. Smyly would emphasize 

(1) Glasgow Medical Journal, May, 1902. 
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the well-known fact that leucorrhea in young unmarried 
women generally depends upon constitutional causes and 
is, with few exceptions, best treated by general and not 
local remedies. Exceptions to this are, when health is 
undermined and life is rendered useless by constant hem- 
orrhage or intolerable dysmenorrhea. In married women, 
leucorrhea is a more serious matter, since it is in connec- 
tion with child-bearing that metritis assumes its greatest 
importance. Many women continue childless through 
persistence of this disease. In pregnancy it is the source 
of many serious complications and is the most constant 
cause of abortion. 

The treatment of septic endometritis is still open to 
discussion. Although a number of investigators have 
shown that even rigorous antiseptic treatment cannot re- 
move all the septic material from an infected uterus, yet 
Smyly believes that the quantity of that material is an 
important factor in determining the outcome. So, even 
a partial removal of infected matter is of vast impor- 
tance. Antiseptic douching should be commenced at the 
earliest possible moment and several pints of the fluid 
should be passed through the uterus with a double current 
catheter. The less dangerous antiseptics, such as chinosol, 
lysol, creolin, boric acid, and permanganate of potash 
should be used. If after 2 or 3 douchings the tempera- 
ture remains high or the discharge is copious and putrid, 
the uterine cavity may be plugged with iodoform gauze, 
which should be removed every 12 hours. 

Where this does not succeed and there is a possibility 
that portions of placenta or membranes have been retained, 
the cavity should be explored with the finger and such 
particles removed. 

Kemembering the barrier which nature erects in the 
tissues to prevent invasions of the system, Smyly warns 
against use of the sharp curette, but he does believe that 
a broad, blunt instrument, if carefully employed, is often 
of the greatest value in removing putrid material which 
cannot be dislodged by the finger. The last resource in 



INFECTIONS OF THE UTERUS. 81 

otherwise hopeless cases is, of course, extirpation of the 
uterus. This, however, is rarely justifiable and only when 
the disease process is limited to the uterus. 

In the treatment of chronic endometritis, the funda- 
mental principle to be observed is that the remedy should 
be capable of curing the disease and that it should do 
so within a reasonable space of time. The practice of 
making frequent applications to the endometrium cannot 
be too strongly condemned. Of all the methods in vogue, 
the curette should take first place, remembering always 
its dangers and limitations. It is especially effective in 
cases where hemorrhage is the chief symptom, seldom of 
use in cases chiefly characterized by leucorrhea, and the 
results are very uncertain in the cure of pain ; or, in other 
words, it is beneficial in post-puerperal and fungous endo- 
metritis, useless in the interstitial form, and uncertain 
in dysmenorrhea. One of its greatest advantages lies 
in the possibility of making accurate diagnosis through 
its use. 

For the successful employment of chemical agents in 
these cases, it is generally admitted that they should be 
applied in a sufficiently caustic form to destroy the entire 
membrane, otherwise diseased tissue is left, and the new- 
formed membrane either retains the pathologic characters 
of the former one, or assumes them through contiguity of 
diseased portions of membrane. An important observa- 
tion in this connection was made by Menge from the 
examination of seventy-six uteri removed by hysterectomy. 
He found that in almost all of these the deepest layer of 
the endometrium was healthy; and this would encourage 
us to hope that, provided only the primary causes were 
removed, a healthy membrane would grow from this deep- 
est layer of the endometrium. Even in gonorrheal endo- 
metritis, he maintains that this deep layer is generally 
free from germs, and that the accompanying metritis is 
entirely due to toxins; and so when the superficial layer? 
are destroyed by a powerful caustic and antiseptic, the 
gonococei, which are not very resistant, are also destroyed 
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and eliminated, and a healthy membrane will grow from 
the deepest layer. A caustic is more efficient in these cases 
than the curette, because the germs are not killed by the 
latter, and may be inoculated upon the raw surface left 
by the operation. 

From among the long list of caustics used for this 
purpose, perhaps carbolic acid and alcohol is the best for 
ordinary use. It causes little pain and is easily applied. 
Chlorid of zinc in 50 per cent solution has been advocated 
by some, but among its disadvantages are the intense suf- 
fering and sometimes even alarming colic which follow 
its use. It forms a deep slough, the separation of which 
has been attended by violent hemorrhage. Smyly has 
lately been following Menge's suggestion of the use of 
formalin. He has been getting very good results, the 
only disadvantage being intense pain for a short time 
after application. He uses it in the strength of 30 per 
cent for the endometrium and pure formalin for erosions. 
Quite as important as the caustic employed is the method 
of applying it. The m.ethods generally adopted are by 
means of cotton wrapped on probes, syringes, gauze, and 
solid sticks; of these, probes are the best and safest. 

The chief point in using a probe is perfect asepsis. 
This is not so generally recognized as in other manipula- 
tions, but it is quite as important. The general impression 
that any micro-organisms attached to the cotton must be 
destroyed by the powerful caustic is erroneous, and has 
been the chief cause of failure in the past. The common 
practice of applying the cotton with probably septic fingers 
immediately before its introduction, is to be condemned, 
and the safe and simple method suggested by Menge 
highly recommended. His plan is to place a number of 
probes, carefully armed with cotton applied with clean 
fingers, in a long glass jar, containing the formalin solu- 
tion, the top of which is closed with a glass lid. After 
12 hours, the cotton is sterilized and ready for use. 
When an application is required, the cervix is exposed by 
the speculum, and carefully mopped with an antiseptic 
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solution. A piece of wet cotton having been placed under 
the cervix to protect the vagina, a probe is taken from the 
glass jar and passed up to the fundus. Two or three 
probes are generally used, care being taken to pass ono 
into each corner of the uterus. Lastly, the cervix is wiped 
dry, a little iodoform gauze inserted, and the speculum 
withdrawn. 

This process need not be repeated until its effects are 
complete — that is, after about a fortnight. Our failures 
in the past have been due, not only to imperfect asepsis 
and inefficient caustics, but probably also to too frequent 
repetition, by which the formation of a new membrane 
is frequently interrupted, and the endometrium kept in 
a constant condition of change, productive of pathologic 
rather than normal growth. The objection urged against 
the use of probes that in passing the os externum most of 
the caustic is squeezed out of the cotton, and very little 
reaches the uterine mucous membrane, Smyly thinks has 
been clearly overruled by various experimental work. 

This author unqualifiedly condemns the use of the intra^ 
uterine syringe for the application of caustics. The 
obvious advantages of this instrument are so many that 
the risks attending its use are often overlooked ; but the 
fact remains that most of the accidents which have re- 
sulted from intra-uterine treatment have been due to the 
use of the syringe. The chief danger is the passage of 
fluid through the Fallopian tubes into the peritoneal 
cavity. Even if tl^e fluid passed is very small in quan- 
tity its irritating character must render it far from harm- 
less. 

Intra-uterine Injections. A report upon the edicacy 
of intra-uterine injections is made by Bukojemski* of 
Odessa. In 128 women some 3,163 injections of a solution 
of tincture of iodin and alcohol, of each 25 parts, and 
alumnol, 2.5 parts, were given with a force syringe. Not 
less than 40 to 50 injections were given to each patient at 
the rate of one a day or three a week. After the injection 

(1) Abfltract In Centralblatt fttr Gynftkologle, 1902, No. 45. 
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the vagina was tamponed and the patient kept recumbent 
for 15 minutes. From the basis of these extensive observa- 
tions, Bukojemski comes to the following conclusions: 1. 
Intra-uterine injections are not dangerous and give splen- 
did results in some affections. 2. The good effect follows 
usually after daily treatment for 30 or 35 days — a tem- 
porary menopause being induced. 3. The best results ap- 
pear in acute cases treated early, especially of gonorrheal 
endometritis. Then the severe complications which are apt 
to follow the usual antiphlogistic treatment may be avoid- 
ed. 4. When there are chronic inflammatory tumors of the 
adnexa, this treatment will result in there being no neces- 
sity for the removal of such tumors. 5. This method is 
a specific for fresh cases of gonorrheal endometritis. 6. 
These injections are good treatment for small submucous 
myomata; in a few days the bleeding from them is 
stopped. 

Another and very different report on this subject is 
given by Libow.^ This author says that he has treated 
60 cases in the most careful manner with intra-uterine 
injections as above described. In all cases he found it 
necessary to dilate the cervix, which was a painful process. 
His results were very unfavorable. The treatment did 
not prevent inflammation of the endometrium from ex- 
tending to the tubes. In no case, apparently, did he think 
that he completely cured the trouble by merely using these 
injections. Where there is suppurative salpingitis he re- 
regards the treatment as positively dangerous. From his 
experience he judges that intra-uterine injections should 
take no prominent place in gynecology. At best they are 
to be used only in connection with other treatment. 

Methylen Blue. For metritis with its symptoms of 
menorriiagia and leucorrhea., Chalelx-Vivie^ recommends 
chemically pure pulverized methylen blue. This ^ also acts 
as an analgesic in dysmenorrhea. Experiments on ani- 
mals have shown that this substance quickly penetrates all ^ 



(1) Abstract in Centralblatt fiir Gynakologie, 1902, No. 33. 

(2) Centralblatt fUr Gynakologle, 1902, No. 46. 
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tissue layers of the uterus. It is bactericidal against the 
gono-, strepto-, and staphylo-coccus and the bacterium 
coli. 

[The profession would welcome with enthusiasm any- 
thing that would cure endometritis. It is probably not too 
much to say that down to the present time no such remedy 
has been discovered. The editor has faithfully tried the 
various forms of intrauterine treatments, including in- 
jections of formalin and of alcohol, but without the least 
encouraging result. With the single exception of curet- 
tage it is a question whether intra-uterine treatment is 
not productive of more evil than good. Even curettage 
often fails to effect complete cure; it is, however, in 
selected cases the most dependable resource. The above 
remarks refer to infections of the endometrium, not to 
mere hypersecretions due to non-infectious irritants. 
Cases of simple hypersecretion usually do well under 
general management, unless as is very often the case they 
become infectious in consequence of meddlesome intra- 
uterine medication. Such cases may recover while under- 
going intra-uterine treatment, but the recovery then 
occurs rather in spite of the treatment than as the result 
of it.— Ed.] 

Operation for Puerperal Infection. The highly prac- 
tical problem of the value of hysterectomy in the treat- 
ment of puerperal infection was discussed in most ex- 
tended fashion at a session of the International Gyneco- 
logic Congress^ at Eome which was devoted to that subject. 

H. Fehling sent inquiries and received answers from 
94 gynecologists in Germany, Austria, and Switzerland. 
Of these 41 reported that they had never performed hyste- 
rectomy for puerperal sepsis. Operations to the number 
of 61 were reported with 55 per cent of deaths; 19 were 
abdominal total extirpations with 31 per cent mortality, 
and 33 were vaginal total extirpations with 69 per cent 
mortality. The value of operation is very difficult to esti- 
mate because undoubtedly a certain number of those who 

(1) Centralblatt ftir Gynftkologle, 1902, No. 44. 
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recovered would have recovered without the operation. 
Statistics of those who succumbed without operation vary 
from 18 to 50 per cent, so it is a fair question to ask if 
the operation itself is not the cause of some deaths. From 
the nature of the affection the chief difficulty will always 
be in the determination of the exact indications. Accord- 
ing to Fehling, hysterectomy of the puerperal uterus can 
only be rationally recommended when the immediate 
source of intoxication or infection is limited to the uterus, 
as in cases where there is decomposition of a retained 
placenta or of a myoma or of remains of the ovum after 
abortion, and when it is impossible in such a case to 
accomplish removal of the infected tissue in any other 
way. Indications for hysterectomy of the puerperal 
uterus are therefore very rarely present. Leopold agrees 
that hysterectomy is only rational when the uterus alone 
is the seat and source of the infection. He advises, how- 
ever, the earliest possible search for any collection of pus 
and, if found, the immediate removal of the same. 

H. Traub studied 724 cases of severe puerperal fever, 
which occurred in his clinic at Amsterdam. Of these 34 
cases were fatal. At autopsy in only 6 cases was the infec- 
tion found to be localized in the uterus; in 4 of these, 
other conditions of the patient made recovery from such 
an operation as hysterectomy quite impossible. This left 
2 cases which might have been saved by more radical 
treatment. Traub gathered 36 cases of puerperal hysterec- 
tomy from the literature with 15 recoveries, and thinks 
this speaks well for the operation, if we remember how 
desperate the aspect of such a case frequently becomes 
under conservative treatment. He, too, thinks, however, 
that more exact clinical researches are necessary in order 
to formulate indications which it will be at all safe to 
follow. 

Tuffier, who has given this problem of puerperal sepsis 
special attention, states that there is no single pathogno- 
monic symptom which will serve as an indication for 
hysterectomy in puerperal sepsis. But when in a case of 
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septicemia post partum or post abortum, a cause for the 
fever is not to be found in the external genitalia or in 
other organs, and when the various conservative methods 
of treatment have been tried without success, and when 
the uterine appendages and the peritoneum do not seem 
to be involved, and the uterus is large and relaxed and 
has a foul smelling discharge, and the patient is very ill, 
then in Tuffier's opinion a total extirpation is justifiable, 
whether the condition be due to retention of placental 
remains, to infection of a myoma, or to dissecting met- 
ritis. The hardest question to answer is as to the time of 
operation. Done too early it is a crime, too late it is 
useless. Cases operated on soon after delivery should be 
attacked by the abdominal route because the relaxation 
of the genitalia at this time renders hemostasis a difficult 
matter by the vaginal route. 

W. A. Freund believes that, done at the right time, 
hysterectomy for puerperal sepsis should be performed 

(1) in a case of placental retention where it is impossible 
to thoroughly empty the uterus by the usual methods and 

(2) in all cases of septic abortion when the symptoms of 
pyemia supervene. The broad ligaments and the vena3 
spermaticae intemae should be excised at the same time. 

W. T. Sinclair has resorted to hysterectomy in 5 cases 
after serum therapy proved fruitless. Only 1 patient re- 
covered. One great difficulty with the whole matter is the 
fact that the time for operation frequently arrives before 
any exact bacteriologic diagnosis is possible. Sinclair 
hoped that the Congress would not give a misleading view 
of the benefits of operation. 

Zweifel spoke particularly of the phlebo-thrombotic 
forms of puerperal fever for which Freund, Bumm and 
Trendelenburg have undertaken operations upon the veins. 
Trendelenburg saved 1 out of 3 cases by ligating the 
ovarian and hypogastric veins. On account of the diffi- 
culty in locating the thrombosis otherwise, the operation 
should be undertaken through the abdominal cavity. 
Zweifel through his experience with one case considers it 
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necessary to extirpate the thrombotic vein rather than 
merely ligate it. It may not be that this will save all 
cases, but it is a rational proceeding and so is worthy of 
consideration in the treatment of a disease which claims 
a mortality of 50 or 60 per cent. From the operation 
itself there need be practically no mortality. 

Pinard said that he had noted two groups of speakers, 
one the obstetricians who were against radical operation 
and the other, the surgical gynecologists who were for it. 
He himself recognized only the following indications: 
Retention of infected placental remains, a decomposing 
myoma and perforation of the uterus. Palmer Dudley 
could not speak in favor of the radical operation and said 
that he agreed in the matter with the majority of Ameri- 
can obstetricians. All of his operated cases had died and 
, he limited himself now to the use of ice, drainage of the 
vaginal vault and antiseptic irrigation. 

Troy summarized the opinion of the congress and said 
that he was pleased to recognize the sharp limitations 
given as indications for radical operation and hoped that 
more exact indications would be forthcoming from fur- 
ther research. 

Widal Reaction in Pelvic Sepsis. The source of a pos- 
sible error in differential diagnosis between septic condi- 
tions, such as arise from an infected uterus, and typhoid' 
fever is announced by Lommel.^ In a case where the 
diagnosis was obscure the Widal reaction was promptly 
positive in a dilution of 1 :80 and yet it. afterwards was 
proved that the case was one of pelvic sepsis. Lommel 
thinks that this deceptive reaction might have been 
caused by a general infection of the system by the bacte- 
rium coli communis which is nearly related to the typhoid 
bacillus. 



(1) Munchener Medicinische Wochenschrift, 1902, No. 8. 
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Adnexal and Other Pelvic Infections. 

Etiology. From clinical investigation and anatomic 
research A. Mueller^ reports that he has come to the con- 
clusion that the majority of non-gonorrheic, acute and 
chronic pelvic inflammations arise from the intestinal 
tract, and that even the gonorrheal inflammations are 
made much worse by pathologic conditions of the lower 
bowel. The etiology of such cases frequently dates back 
to childhood, when neglect of the natural function of the 
bowels and too long continuance in the sitting posture in 
schools and homes, induce a chronic constipation. Later 
the girl suffers with a weak back and it gives her pains 
in the loins to sit upon the hard seats at school. The 
beginning of menstruation is painful and very irregular. 
In slight cases these conditions may be improved with 
growth and exercise or even with marriage and parturi- 
tion. Sometimes, however, in consequence of long-con- 
tinued constipation at that time, the pathologic pelvic con- 
dition will date from pregnancy. This etiologic picture 
fits in well with the anatomic findings which reveal that 
in consequence of constipation the intestinal mucosa, mus- 
cularis and surrounding connective tissue are injured and 
inflamed. These inflammatory processes readily extend 
farther, cause local peritonitis with adhesions which unite 
the intestine with the pelvic wall or the neighboring pelvic 
organs. On account of the quick turn which the upper 
part of the rectum makes at the place where it is not cov- 
ered any more by peritoneum and whence arise the utero- 
sacral ligaments, this region is well adapted for impac- 
tion of fecal matter. The more inflammation there is in 
the region of these ligaments, the narrower becomes the 
rectal passage and the greater the tendency to constipa- 
tion. Inflammation extending down the utero-sacral 
ligaments gives rise to pathologic anteflexion with a 
cartilage-like portio vaginalis, to cervical catarrh and 

(1) Centralblatt fflr Oynilkologle, 1902, No. 9. 
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dysmenorrhea. If a retroposition already exists, it is ac- 
centuated with the formation of adhesions and chronic 
perimetritis. Abscesses may be formed between the uterus 
and the rectum, which may remain a long time or break 
into the rectum or vagina. 

The reason the diagnosis* of this trouble is so easily 
overlooked is that the diseased locality on account of being 
12 to 14 cm. from the anus is not easily reached. The 
pain which arises spontaneously or upon pressure is most 
often thought by the patient to be caused by hemorrhoids 
or it may be referred to the loins when the sacral liga- 
ments are stretched. For diagnosis Mueller uses bladder 
sounds. When the intestine is healthy there will be no 
pain if such a sound bent somewhat S-shaped is passed to 
the level of the ribs. The patients generally feel nothing 
when the sound is passed and are astonished when they 
put their hand over its end in the region of the umbili- 
cus. When the sacral ligaments are inflamed, passage of 
the sound past them is very painful. In severe cases 
there are found above the stenosis uneven, sensitive 
regions. Just above the stenosis to the left there is a 
certain spot, pressure upon which causes a pain in the 
bladder which may counterfeit cystitis. 

The treatment rests primarily upon making a diagnosis 
of the rectal conditions. If proctitis and periproctitis are 
found to exist, then these must be directly combated by 
diet, laxatives, injections of protargol, ichthyol, tannin, 
or other substances healing to the mucous membrane. li 
the lining of the rectum is very sensitive, oil or oatmeal 
water may be used for injection. Beyond this direct 
treatment of the inflammation the most important pro- 
cedure is releasing the intestine from its adhesions. This 
is accomplished by massage per vaginam, especially by 
stretching the utero-sacral ligaments. Sometimes this 
stretching is only to be accomplished through the rectum, 
and may be done by thick sounds. This sort of treatment 
of the intestine must naturally be carried out very pru- 
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dently. Vibratory movements of the hands or of special 
apparatus appear to accomplish favorable results. 

Mueller says that his contention, summed up, is that the 
affections commonly designated as parametritis posterior, 
periproctitis, pathologic anteflexion with dysmenorrhea, 
retroposition, pelvic peritoneal adhesions, etc., and which 
the French term the uterine syndrome, arise most fre- 
quently from an affection of the rectum in the region 
where it lies between the utero-sacral ligaments. Much 
more rarely is the uterus itself the original seat of the 
trouble. 

Appendicitis and Pelvic Disease. Pathologic condi- 
tions of the vermiform appendix are the cause of pelvic 
and abdominal symptoms in a goodly number of women 
who are adjudged by general practitioners to be fit sub- 
jects for treatment, operative or otherwise, of the pelvic 
organs, states Joseph Price .^ Disease of the appendix is 
frequently overlooked in the female, and conservative or 
non-operative methods of treatment are dangerously ad- 
vocated. In many cases the usual landmarks on account 
of adhesions do not exist, thereby making the diagnosis a 
different matter in the female. Price thinks that in at 
least JO per cent of cases of suppurating tube or ovary 
on the right side there is also appendicitis. After pelvic 
operations the appendix frequently becomes adherent to 
the seat of operation. His advice in view of all this is to 
remove the appendix wherever the slightest complication 
exists, and indeed probably it is best to remove this organ 
whenever the abdominal cavity is opened. 

Salpingitis and Typhoid Fever. The presence of ty- 
phoid bacilli in the Fallopian tubes has lately been demon- 
strated by J. Koch.2 It was a case of acute salpingitis 
purulenta in a woman of 28 who had had typhoid fever 
at the age of 16. Since we know that the typhoid bacilli 
are transmitted by the blood, their invasion of the tubes 
does not seem strange. Whether in this case they were 



(1) American Journal of Obstetrics, November, 1902. 

(^ Monataachrift fttr Gebartahilfe und Gyn&kologie, August, 1902. 



92 INFECTIONS AND ALLIED DISORDERS. 

responsible for the pus, which is a character not ordinarily 
given them by pathologists or whether the pus was due to 
secondary infection was not entirely decided. 

Diagnosis by Blood Count. Knowledge of the presence 
of pus in the course of pelvic disease is of great value for 
treatment and prognosis, but it is not always easy to make 
the diagnosis. Basing his work upon the well-established 
fact of the influence of suppuration elsewhere in the body 
upon the leucocyte count, M. Diitzmann^ has studied the 
number of white corpuscles in cases of pelvic suppuration. 
He found the relationship between pus and leucocytes ex- 
isting as closely for the work of the gynecologist as for 
the general surgeon. The conditions of blood examina- 
tion were made as nearly the same as possible on succes- 
sive days. The worth of the blood findings could only be 
told, of course, in connection with a following operation. 
It is to be noted that in some instances the blood count 
was the only guide to the diagnosis of the pus which was 
found later. For example, in one case the history, the 
manual examination, the appearance of the woman and 
the foul uterine discharge all spoke for a diagnosis of car- 
cinoma, while the fact of a leucocytosis of 16400, although 
in the absence of fever, spoke for pyometra, which was 
positively demonstrated by cleaning out the uterus with 
the subsequent quick recovery of the patient. In other 
cases even after a primary evacuation of pus and without 
fever, a retention of pus caused a sudden increase in the 
leucocyte count. Diitzmann foF-owed 40 cases through 
the course of their pelvic disease and did not find the 
leucocyte count to fail in any instance as a positive help to 
diagnosis. 

Other researches in this field have been made by K. E. 
Laubenburg,2 who has investiga-ted the blood conditions 
particularly in post-puerperal, long-standing, exudative 
para- and perimetritis which has later come to suppura- 
tion. In outward appearance these patients present pale 



(1) Centralblatt ftir Gynakologle, 1902, No. 14. 

(2) Centralblatt fiir Gynakologle, 1902, No. 22. 



ADNEXAL INFECTIONS. 93 

mucous membranes and skins, and a small thin pulse. 
Laubenberg agrees with the findings of Dutzmann and 
adds thereto the following results of his own research: 
Suppurative processes in the region of the female pelvic 
organs lead to decrease of the number of the erythrocytes 
and increase of the polynuclear leucocytes. The latter 
increase very greatly with a rapid suppuration, decrease 
gradually with the absorption of the same, and increase 
again when there is pus retention or spreading of the 
original focus. In the case of a long-standing pelvic 
suppurative process accompanied by fever the leucocyte 
count rises and falls with the general condition, but does 
not fall to normal until the pus ceases to form. All these 
characteristics are true of the red cells, only in the inverse 
relationship. In any case it must be remembered that the 
individual reaction, which may be both of congenital 
origin and the result of prior illness, varies greatly. In 
the blood count Laubenberg lays stress upon the propor- 
tion of 'leucocytes to erythrocytes, which in the healthy in- 
dividual averages 1 :720 and may range from 1 :500 to 
1:1000. In severe long-standing pelvic suppurations he 
observed the proportion run as low as 1 :70. The variar 
tion of red corpuscles from the normal in size and shape 
is also to be noticed. Finally by the staining process we 
may observe that even where there is not a marked in- 
crease of leucocytes, the kind of leucocytes in proportion 
to one another always undergoes change when there is 
suppuration. Normally the polynuclear neutrophiles form 
about 65 per cent of the total leucocyte count; in the 
presence of suppurative process this percentage goes up 
to 80 or 90. 

Eosinophilic Infiltration. The relation of eosinophilic 
blood corpuscles to the cell infiltration of inflammatory 
pelvic lesions has been studied by W. H. Weir^ in a large 
amount of pathologic material and compared with results 
of other researches. Conclusions are as follows: 

1. Eosinophiles take a prominent part in the cellular 

d) American Journal of the Medical Sciences, January « "V^^. 
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infiltration associated with inflammatory and suppura- 
tive processes of the pelvic organs. 

2. In such conditions they usually occur in the largest 
numbers in the subacute stage and associated with connec- 
tive tissue hyperplasia. 

3. Eosinophilic infiltration is found in most cases of 
carcinoma of the cervix and in almost all cases of pyosal- 
pinx and ovarian abscess. 

4. In inflammatory conditions of the endometrium 
eosinophiles occur in small numbers and in but few cases. 

5. Eosinophiles represent a large proportion of the 
cells forming the stroma of the mucosa in the normal and 
the diseased appendix. 

6. In inflammatory conditions of the pelvic organs as- 
sociated with an eosinophilic infiltration of the tissues the 
percentage of eosinophiles in the circulating blood is 
rarely increased, and usually decreased. 

Clinical Diagnosis. The necessity for early and correct 
diagnosis of the various forms of pelvic inflammation has 
been emphasized by numerous writers within the year, 
some of whom have set forth some practical points for 
guidance. J. J. 6. Williams/ going into detail on this 
subject, says that the symptoms of suppurative, tubal and 
ovarian disease are many and varied. Menstruation is 
usually irregular, painful and profuse, although in rare 
cases the establishment of the flow will lessen congestion 
and tension in the pelvic vessels. 

The change in character of the menstruation, whether 
as to the time or quantity, and dysmenorrhea coming on in 
a woman who has previously menstruated painlessly, axe 
symptoms of much value in early tubal or ovarian disease ; 
more especially is this true of gonorrheal infection. Pain 
difFers much in individuals with regard to duration and 
intensity, some women who have large pus tubes, not hav- 
ing the slightest discomfort, while others, in whom on 
operation only a drop or two of pus is found in the tubes, 
give us a history of constant and agonizing pelvic pain. 

(1) PAiiadelphIa Medical Journal, November 8, 1902. 
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Backache, headache, dragging sensation within the pelvis 
and pelvic pain are almost constant symptoms, the latter 
being increased by jarring, as stepping over a gutter, onto 
a car, etc., by vaginal injections, coitus and by any violent 
exertion. Its location is in one or both ovarian regions, 
the pain being at times on one side, the disease on the 
other, although bilateral pain is far more common, and is 
of a stabbing, throbbing character which shoots down the 
inside of the thighs and through to the back. A stoop- 
ing, halting walk, an anxious face and sweating brow go 
to make up the picture presented by a patient with pelvic 
abscess. 

As we get the patients, they are very frequently not in 
their first attack. We may often obtain a history of 
attacks of inflammation of the bowels, when we find by 
description that the woman had sharp pelvic pain, fever, 
sweating, rigors, at times fainting spells and, perhaps, 
marked shock. 

These symptoms at once suggest some pelvic suppura- 
tion and are caused by leakage from an imperfectly closed 
or ruptured fimbriated tubal extremity. These attacks, 
one or many, will be found to have followed soon or late 
after a yellow leucorrhea accompanied by dysuria; a pro- 
longed or difficult labor, during convalescence or soon after 
typhoid fever, a miscarriage, a cold caught while men- 
struating or some minor gynecologic operation. The di- 
agnosis must finally rest, of course, upon digital examina- 
tion. The pus collections are often very friable, and so 
great care must always be taken not to use too much force. 

Taking the uterus as our objective point, the presence 
of lateral or posterior masses should be ascertained. In 
acute cases they will be found to be elongated, retort- 
shaped tumors, larger at the outer end, irregular in out- 
line, extending from the utenis, but separated from it by 
a well-defined sulcus or groove; they are almost invariably 
exquisitely tender, soft but tense, fluctuation rarely being 
detected. Where an acute invasion takes place in an old 
abscess, the induration may prevent our feeling the mass. 
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and the patient, although giving the symptoms of acute 
pus tubes, on examination will give to the sense of touch 
the feeling of a chronic suppuration. 

An abscess of the ovary is found farther away from 
the uterus, although at times it is closely associated with 
the uterine body ; it is round rather than elongated, higher 
up in the pelvis and connected to the uterus by an en- 
larged tube. 

Both sides are usually found diseased, but unequally. 
The uterus is generally retrollexed and fixed by adhesions. 
In some cases, those of a chronic type, it is impossible 
to map out the appendages or even the uterus, the entire 
pelvic floor beiag infiltrated and we can only detect a 
flat or bulging board-like induration of the whole vaginal 
roof, which is very sensitive to the touch. 

The vaginal fomices then feel as if plaster-of-paris had 
been poured into them. 

When the mass can be palpated, it is found extending 
from the uterus to the pelvic wall, no sulcus can be 
detected, it is closely imbedded into the uterus, fixing the 
latter in the pelvis. The cervix is frequently pushed or 
pulled to one side or forward, pressing on the bladder, 
and immovable. Frequent micturition, dysuria and at 
times retention of urine is caused by this forward pres- 
sure. It is with these findings that the diagnosis of pelvic 
cellulitis is made by some gynecologists. WiUiams be- 
lieves that when cellulitis exists at all it is secondary to 
walling off of leakage from the tubes. 

A rectal examination should always be made ; by it the 
fundus and the masses near it may be more clearly out- 
lined than through the vagina. 

Diflferential Diagnosis. The differential diagnosis be- 
tween pus in the pelvis as the result of knee or joint 
necrosis and pus caused by disease of the pelvic organs 
themselves is discussed by H. A. Wilson.^ 

There are three principal sources of pus in the pelvis 
having their origin in tuberculous bone — Pott's disease^ 

(1) American Medicine, December 6, 1903. 
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hip disease, and tuberculous disease of the pelvic bones, 
especially sacroiliac disease. 

The real difficulties in diagnosis arise in cases in which 
acute or chronic disease of the pelvic organs coexists with 
tuberculous bone disease, or in cases where bone disease 
may have previously existed. 

Abscess formation in Pott's disease not infrequently 
exists for years after the original bone lesion has healed, 
and not infrequently when there is no spinal deformity 
to direct attention to the site of its previous invasion. 

An abscess having its origin in the spine can always be 
felt above the pelvis and by Ihrough-and-through palpa- 
tion; its usually elongated shape lying close to and upon 
one or both sides of the spine will indicate its spinal 
origin. The history of the original Potf s disease and the 
peculiar character of the temperature will aid in the diag- 
nosis. 

Abscess accumulations within the pelvis due to hip dis- 
ease are very* rare and occur in only those extreme cases 
in which the acetabulum has been perforated. The easily 
discoverable^ condition of the hip joint will prevent an 
error in diagnosis. 

Sacroiliac disease with abscess accumulation is perhaps 
the most difficult of all in which to determine the source, 
and according to Senn it is quite frequent. The absence 
of spinal- limitation of motion, its occasional cause being 
the trauriiatism of pregnancy, tends to make a correct 
diagnods very difficult. The symptoms in the early part 
are, difficulty of micturition or in bowel movements, gen- 
eral indisposition, slight abdomind distress. Patients 
often say that they feel as though th^ were falling apart. 
Tilting of the pelvis is characteristic.' The limp is pecu- 
liar in the effort to avoid pressure upon the affected joint 
which, however, must occttt« With every step. The effort 
of the patient is constantly- to- avoid using the affected 
side, and the leg upon thaf?eld^ i6--allowed to hang. All 
jarring is avoided by cautious movements, the patient 
preferring to avoid heel-pjjeesuyi^iof.w^alki^g.wad standing. 
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The patient easily becomes fatigued. Motions of bending 
forward and returning to the perpendicular are performed 
with diflBculty. Owing to the peculiar character of the 
joint, there is no muscular spasm, such as occurs in the 
incipiency in all movable joints affected with tuberculous 
osteitis. The progress is insidious. The pain at first is 
fugitive and intermittent, and soon becomes constant and 
severe. Pain is nearly always present, but is not always 
referable to the affected joint, and vajries as to its intensity 
and character. It is made worse by standing or sitting, 
and is usually relieved by recumbency. It is worse at 
night, and night cries are often present. Patient prefers 
to lie upon the sound side or upon the back. The pain 
often assumes the character of sciatica, for which condi- 
tion it has been frequently mistaken. The pain is in- 
creased upon simultaneous pressure upon the trochanters 
or upon the wings of the ilia, and is referred to the site of 
the disease. Pressure directly over the joint is painful. 
Anterior pressure over the joint made by the fingers in the 
rectum elicits pain. Pain is increased when the patient 
turns the body in either the upright or recumbent posi- 
tion, by coughing, sneezing or laughing. Abscess occurs 
in the majority of cases, more commonly forming on the 
inner aspect of the joint, but it may take place posteriorly. 
It may appear in the groin like a psoas abscess, or at 
either sacrosciatic notch or in the ischiorectal fossa. 

Treatment. In the treatment of suppurative disease of 
the pelvis there does not seem to have been any distinct 
advance during the year with regard to the formation of a 
unanimous opinion about the indications for operation. 
The operative procedure as well as the time for its- incep- 
tion is stiD vigorously debated by operators whose results 
seem to justify only their own methods. For instance, at 
the end of a paper summarizing pretty thoroughly the 
subject of suppurative tubal and ovarian disease, J. J. G. 
Williams^ emphasizes the following points: 



0) Philadelphia Medical Journal, November 8, 1902. 
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1. That gonorrhea is by far the most frequent cause 
of suppurative tubal and ovarian disease. 

2. That vaginal puncture is dangerous and unsurgical. 

3. That the mass should always be removed through 
an abdominal incision. 

4. That plain sterile water should be used in all 
abdominal operations. 

5. The use of mercury, permanganate or any anti- 
septic, except alcohol, is unnecessary in the preparation of 
the operator or assistants, as cleanliness is the great point 
and may be obtained by soap, water and brush, using 
many changes of water and taking many minutes to scrub. 

6. That silk should be used in all tying within the 
abdominal cavity. 

7. That an absolute differential diagnosis previous 
to operation is in the majority of cases impossible. 

8. That the cases in which drainage is used usually do 
better than those not drained. 

9. The absolute avoidance of morphin, or any form of 
opium, before or after operation. 

10. That the objections to operations are not founded 
on fact and that there is not enough consensus of opinion 
that these suppurative conditions should always be oper- 
ated upon. 

As a result of study of 200 cases of the same class C. P. 
Noble^ offers the following conclusions: 

The methods of dealing with suppuration of the uterine 
appendages have been greatly improved within the past 
fourteen years. The mortality has been reduced from 
more than 16 per cent in the first half of this period to 
less than 5 per cent in the second half. 

This reduction in the mortality has been obtained by: 
1. Abandoning abdominal section in the treatment of 
pyosalpinx and abscess of the ovary when complicated by 
intraperitoneal abscess, and* by substituting direct incision 
and drainage in this group of cases, and also for recent 
cases of pelvic suppuration of puerperal origin. 8. By 

(1) American Medicine. March 29, IML 



100 INFECTIONS AND ALLIED DISORDERS. 

substituting hysterectomy for oophorosalpingectomy for 
the removal of bilateral suppuration in the uterine ap- 
pendages. 

These changes in methods of operation have permitted 
the development of a much more perfect technic, which 
yields greatly improved results., remote as well as imme- 
diate. Ventral hernias, pedicle abscesses and troublesome 
intraperitoneal adhesions have become very rare instead 
of very frequent sequels of abdominal operations. 

Free incision and drainage in cases of suppuration of 
the uterine appendages complicated by intraperitoneal 
abscess has proven to be a most valuable life-saving meas- 
ure, yielding a mortality of less than 2 per cent, as con- 
trasted with 27 per cent, from abdominal section. The 
remote results have been scarcely less gratifying, 32 of 
the 54 having been permanently cured. 

Incision and drainage has proved to be a most con- 
servative operation, not only in the saving of life, but in 
the conservation of the sexual organs. Of the 14 patients 
in whom subsequently a radical abdominal operation was 
performed, in only three was it necessary to remove more 
than one uterine appendage. The substitution of incision 
for the radical operation has saved many young women 
from the annoyance of a premature menopause, and has 
enabled a number of them to bear children. Six preg- 
nancies are known to have occurred, resulting in five chil- 
dren — one pair of twins, one miscarriage, and one preg- 
nancy now developing. 

Direct incision and drainage finds its best indication in : 
(1) Puerperal phlegmon; (2) puerperal ovarian abscess, 
intraperitoneal abscess and pyosalpinx; (3) in compli- 
cated cases of pelvic suppuration of whatever origin, in 
which the pus is not contained within the ovary and tube. 

The value of direct incision is most manifest in the 
worst class of cases, in which the patient is acutely ill 
from suppuration and pej'itpnitis, and in which abdomi- 
nal section gives its worst, result^ 
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W. E. Pryor^ believes that free escape of the products 
of inflammation as fast as they form is inimical to the 
progress of the inflammation, that pelvic drainage is free 
from danger and not damaging to the functions of the 
ovaries and tubes, and that therefore conservative vaginal 
work upon inflamed tubes at the very beginning of infec- 
tion is very desirable and effective for the prevention of 
pyosalpinx. If there is pus in both adnexa Pryor believes 
in the removal of the uterus with the adnexa, and this 
through the vagina. If there is only one purulent set of 
adnexa, abdominal operation is indicated because the tube 
must be dug out of the comu, which can only be success- 
fully done by laparotomy. But before consideration of the 
problems of technic and mortality stands this question: 
Why let suppuration occur? The man who first sees the 
case must answer this, holding well in mind the possible 
fate of the involved organs. 

The following conclusions are arrived at by J. 0. 
Polak:2 

1. Early diagnosis in pelvic suppuration is imperative. 
2. When the diagnosis is made, operate. 3. The va- 
ginal operation is the one of choice. 4. When it is done 
with strict asepsis it is curative and may preserve the func- 
tion of the woman's organs. 5. It improves the patient's 
condition, makes subsequent operation easy, prevents 
rather than causes adhesions. 6. It may be used for 
diagnosis in obscure cases without shock or injury to the 
patient (if aseptically performed). Finally, this opera- 
tion may be applied to every acute suppurative condition 
within the pelvis. 

A plea for conservative, non-surgical methods, even in 
pus cases, is made by H. Ehrenfest.^ It is not because 
he fears operation, which ought not to have a mortality 
large enough to make it dangerous, but because the remote 
results are not entirely satisfactory even after the patient 
has been put to the trouble of an operation. Such pa- 

(1) Buffalo Medical Journal, April, 1902 

(2) Medical News, March 1. 1902. 

(3) St Louis M^dicta Review, May 24, 1902, 
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tients together with thoee who have not been operated 
upon face the possibility of trouble due to pelvic perito- 
nitis, especially intestinal adhesions. He bases his ideas 
in this respect upon Schauta's figures which give the mor- 
tality of radical vaginal operations as 2.7 per cent and the 
remote satisfactory result as 86.8 per cent. While this 
is better, acknowledges Ehrenfest, than the percentage of 
pus cases capable of cure by non-operative methods, still 
as long as operation does not give 100 per cent cures, we 
may feel justified in giving these conservative methods a 
trial, since if judiciously applied they can do no harm. 
His conclusions are as follows: 

1. Conservative non-surgical treatment will yield good 
result in almost all cases of acute or chronic non-suppura- 
tive inflammations of the uterine adnexa. 

2. In suppurative cases conservative non-operative 
treatment should be given a trial, unless definite symp- 
toms make immediate operation imperative. 

3. In suppurative cases conservative, non-operative 
treatment gives comparatively good results among the 
well-to-do, but very unsatisfactory results among patients 
of the working class. 

4. If an operation becomes necessary in pus cases, 
radical operation will be the operation of choice, vaginal 
drainage the method of necessity. 

5. For radical operation the vaginal route should al- 
ways be given preference. 

Conservative, non-operative treatment is outlined by 
Ehrenfest. For acute salpingitis and oophoritis it con- 
sists in absolute rest in bed. After the first diagnostic 
examination, further examinations should be avoided. 
Local treatment is not to be done during the acutest stage. 
The pain is often relieved by hot water bags or by cold 
applications. Narcotics are only used with great cau- 
tion. Bowels kept loose. Pulse and temperature are 
watched for the indication for any operation of necessity. 
With subsidence of the most acute symptoms local treat- 
ment is begun. Continue heat to abdomen, hot hip bath 
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for 10 minutes every night. Vaginal douching with hot 
water, followed by tamponade with cotton soaked in 10 
to 20 per cent ichthyol-glycerin. The hot vaginal douche 
is introduced through a hard-rubber tubular speculum and 
the stream is directed towards the culdesac of Douglas. 
A gallon of water should be applied so as to last for 10 
minutes or so. At first the water is heated to 105° F. 
and later to 115 or 120° F., provided the reaction of the 
mucosa is not too great. The skin must not be touched 
by the water. Repeat applications every two days. 

The treatment of pyosalpinx and ovarian abscess is 
much the same as for acute salpingitis. The patient is 
kept in bed longer. The use of narcotics cannot be 
avoided. The time for any necessary operation must be 
closely watched. We must remember in these cases that 
Zweifel has shown that in only about 4 per cent of all 
cases of inflammation of the adnexa does pus form. And 
even when it does form operation is not necessarily indi- 
cated. Death is very rarely due to the rupture of a pus 
sac. In 57 per cent of cases of pyosalpinx the pus is 
sterile. As for adhesions making an indication for opera- 
tion it has been found in examination of 3,000 female 
general hospital cadavers, that one-third of the cases pre- 
sented adhesions, and that 850 had a matting together of 
all the pelvic organs. Well to do women with such pelvic 
conditions get along pretty well with proper care, espe- 
cially if they can spend part of each year at health resorts. 

Vaginal Incision. The indications for vaginal incision 
and a description of the operation are given by C. C. 
Norris^ as follows: 

The cases in which vaginal incision is applicable may 
be divided into four classes: 1. Abscess in Douglas' 
culdesac. 2. Puerperal perimetritis or cellulitis. 3. 
Extra-uterine pregnancies ruptured and completely walled 
off by exudates and adhesions. The vaginal route should 
never be used in recently ruptured cases when the bleed- 



(1) Unlvenity of Penxnylvanla Medical Bulletin, July, 1902. 
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ing has not ceased or when it is free in the peritoneal 
cavity. 4. Pyosalpinx and hydrosalpinx. 

In the first class it is the operation of election and in- 
deed is frequently the only operation that can be per- 
formed with any hope of success. 

In the second class it is also the operation of election 
in most cases, as demonstrated by the low mortality and 
the excellent post-operative results; but, as a rule, it is 
best to try palliative treatment first. This consists in 
moderately free purgation, a liquid or soft diet, according 
to the general condition of the patient, and absolute rest 
in bed. A copious douche of sterile water or 1 to 1000 
bichlorid solution should be given three or four times 
daily, as hot as can be comfortably borne by the patient 
(110° F.) ; but the most important part of this treatment 
is the constant application of sand-bags to the lower abdo- 
men, as recommended by Pincus. These bags should be 
kept as nearly as possible over the seat of inflammation. 
They reduce the pain, hasten the localization in case the 
inflammation is going on to pus formation, and in a cer- 
tain proportion of instances effect a cure. 

The third class — cases of ruptured ectopic pregnancy — 
may be subdivided into recent and old. In the recent 
cases the abdominal operation alone is to be considered, 
for only in this way may all bleeding points be secured ; 
but in cases of old rupture — in which the bleeding has 
entirely ceased and the clotted blood and the ovum have 
become walled off, or in which suppuration is going on, 
as indicated by a septic temperature — ^the vaginal incision 
is indicated if the lesion may be approached safely in this 
way. 

Kegarding the fourth class, it may be said that in pyo- 
salpinx or hydrosalpinx vaginal section is not the opera- 
tion of election in the majority of cases; but even here it 
may be advantageously employed when the general con- 
dition is such as to make an abdominal operation or long 
etherization exceedingly dangerous. Moreover, if the pa- 
tient absolutely declines an abdominal operation, as is 
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the point of pimcture- and. hugging the posterior wall of 
the utenifip pu*h them gently, but f nnly. into the absc-ct??- 

5. Open tike 6C'j**orfr and withdraw them- thus enlarg- 
ing the wound. If neeef«an% ibe inci«on mar be further 
enlarged with the fingers or by the use of the larg^ 
Goodell dilatory- The wound thould be ample — 3 to o 
cm- in length- 

6. Introduce the finger and break up any secondary 
abscefiee§ or pocket? of pu^, and carefully palpate the inte- 
rior of the sac- 

7. Irrigate with normal salt solution- 

8. Pack the cavity with fterile gauze. 



106 INFECTIONS AND ALLIED DISORDERS. 

r 

The time required for this operation varies from two to 
ten minutes, probably not averaging more than three or 
four. 

The after-treatment of cases of vaginal incision at the 
University Hospital is as follows : Hot sand bags, 14 by 
10 cm. and weighing from 1 to 3 pounds, are kept con- 
stantly applied to the lower abdomen. As a rule they 
are comfortable on account of their heat, and not un- 
pleasant from their weight. They materially aid drainage 
and lessen the possibility of the sac filling up again, the}' 
relieve pain, they hasten the absorption of the inflamma- 
tory exudate. Half -grain doses of calomel are begun at 
midnight following operation and are continued every 
half hour until 2 grains are taken. A simple low enema, 
consisting of 500 c. c. of normal salt solution, is given 
at noon of the day following the operation; and this is 
followed, four hours later if necessary, by a compound 
enema, consisting of epsom salts, 2 ounces; turpentine, 
2 drachms; and normal salt solution, 1000 c. c. This 
may be given high, either through a rectal tube or by ele- 
vating the foot of the bed about eighteen inches and sim- 
ply using a rectal nozzle. By the latter method the liquid 
is allowed to flow in very slowly, taking one to two hours 
in the process. If it leaks out around the nozzle, this is 
an indication that the douche bag is too much elevated. 
By this method the enema will often trickle past a fecal 
obstruction which would completely block a stiff rectal 
tube. There is rarely much pain ; but if there should be, 
one-sixteenth of a grain of morphin should be given hypo- 
dermically, and repeated twice if necessary. The gauzo 
drain is removed on the fifth day. The cases require care- 
ful attention, for there is frequently a strong tendency 
for the incision to close before the sac has filled uniformly 
by granulations. This may be kept open by gauze, which 
should be removed at each irrigation. These irrigations 
are begun on the fifth day, and consist of at least 1000 
c. c. of saline solution as hot as the patient can comfort- 
ably bear it. They are given twice a day as long as there 
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is any discharge. Kelly is at present treating a number 
of these cases by not removing the gauze until the twelfth 
or fourteenth day, when it comes away easily. There is 
then daily irrigation, but the sac has so far granulated up 
that it is not often necessary to replace the gauze. 

Criticism of Vaginal Operation. For the treatment of 
pelvic suppuration J. J. G. Williams^ writes in unspar- 
ing disfavor of vaginal operations. He says that the 2 
per cent mortality claimed by vaginal operators ought to 
be equalled by good abdominal work; that the abdominal 
scar which is objected to by these operators is hardly 
thought of by the patients; that the suggested danger of 
abdominal hernia in reality should not occur in more than 
2 per cent. On the other hand, when vaginal work is 
done a good number of the patients leave the hospitals 
still invalids; they frequently — about 25 per cent — return 
for reincision or abdominal section. It is frequently im- 
possible to evacuate all of the pelvic pus pockets through 
the vagina ; neither can be remedied in that way the J)owel 
adhesions, adherent appendix, fixed omentum, and retro- 
flexed uterus. Williams quotes Joseph Price as stating 
that he (Price) has never seen a case of pelvic suppura- 
tion cured by vaginal incision. He considers such work 
blind and incomplete. He has lately operated on 4 case*; 
which were published among series of cures quoted as 
favoring vaginal work. Williams says that the abdominal 
findings in nearly all cases of pelvic suppuration, pre- 
sent conditions which could not have been remedied by 
vaginal incision and drainage. Conservative treatment 
of pelvic suppuration, he thinks, is too much taught in 
our schools. Of course it is impossible to teach abdominal 
surgery to medical classes; but why advocate methods 
which are unsatisfactory and unsurgical? If there has 
been pelvic suppuration, the adhesions after conservative . 
treatment do not melt away like dew — there are many 
reinfections and the patient lives under constant discom- 
fort and in constant danger of her life. The thorough 

(1) American Journal of Obstetrics, NoYember, 1902. 
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abdominal procedure gives the best primary and the best 
remote results. 

Early Vaginal Drainage. In a paper upon the treat- 
ment of pelvic abscess H. E. Hayd^ calls attention par- 
ticularly to a class of cases in which vaginal drainage, 
supplemented by curettage when indicated, should be first 
ejmployed to get rid of the free pus; and then later an 
abdominal section may be done for curative purposes when 
risk of such a procedure is reduced to a minimum. Of 
course all agree that a collection of pus low down in a 
woman who is in moribund condition should be evacuated 
through the vagina. But even when strong women suffer 
from an acute, active streptococcic infection, and are run- 
ning a high temperature with much pain and tenderness, 
if there can be felt an acutely tender mass low in the 
pelvis which we feel sure contains pus, determination be- 
ing easily made exact by the use of an aspirating needle, 
early vaginal incision and drainage should be done and 
will decrease the difficulties of a future operation. The 
size of the mass is diminished, the immediate dangers of 
rupture into bowel or bladder or peritoneal cavity are 
lessened, the pain and constitutional symptoms subside, 
the pus organisms are no doubt lessened in virulence, and 
the whole clinical picture is improved. 

General Drainage. In a general consideration of drain- 
age in abdominal and pelvic surgery, Joseph Price makes 
a strong plea for the extensive use of drainage, either by 
gauze or the tube. Its use in the hands of prominent 
European operators has given the most pleasing primary 
results in the way of a low mortality and has minimized 
post-operative complications. In the field of pelvic sup- 
puration about everything can be saved by skilful opera- 
tion, followed by good drainage. The younger men are 
using drainage much more than the older and less success- 
ful class of operators. 

[In the surgical treatment of pelvic suppuration the 
tendency of the present day among conservative men is 

(1) American Journal of Obstetrics, November, 1903. 



ADNEXAL INFECTIONS. 100 

rather to enlarge the indications for incision by Uio 
abdominal route than by the vaginal route. — Ki).J 

For Pain of Pelvic Inflammation. For Uie i)ain luxom- 
panying inflammatory conditions of the adnexa, 0. 
FrankP certifies to the great value of Dionin. It) Iho 
acute stage he was accustomed to using chloral hydrate 
with glycerin and ichthyol, but sometimes found Uuh m<,Kli- 
cation to fail in relieving the pain. Much bcittcr rcHultn lie 
has seen follow the use of vaginal suppositoricH : 

Dionini 0.03 

Ammon-sulpho-ichthyol 0*2 

Butyri cacao 2.0 

When possible it is well to introduce a dry tarnjKm im- 
mediately following the suppotfiUiry in onUtr i/) pr<fv^fnt 
its outflow as it dissolves, (Hee inmitsiaui of dyw«<?/i<;r- 
rhea.) 

Sectal Injections in Septif. Vor iht iniHimt^nt of mrf^ 
tic gyneeoiogic camn J, yS'^trmi^ riti'/mm)^tiuU ii^t nm ^A 
rectal injections of gait mluilon^ glv^m HJc/'/mViUif^ io ii^ 
Hegar method, Iht gtateis XliAi he Jxaii r<^|><^ti'dJy uw^d uu\^ 
cutaneous and intrav^r-nous h\y<A\<m^ mA al^/ lJi<; tjj*ujiJ 
clysters of saline solution without ol^««JijJ;j/ iip^t Ai^irt$4 
effects- In tbow; fre^juent f.»f^-^. ^kixf^: ii^- ii^-vri ^iiowr 
weaknest- he hnk <^}issh to Mhf\'^ tljuit ♦"Ul><;uit»/j(<vu> ijjj*;'^ 
tionf must h^ farcjs rtfry prudf'j:jiJy, fx<A V/-/ /rju'ij ^si'i ;M 
tooquicklr or ♦jlfc^ *}i*' l^hnfl o\}X/:^m^' wjjj U- \v».yf(yu^i^. iu 
spite of tb* p'/or *iiiv>riij^ h^ Ij**; fc^-j^-ij; h*- ihijjW iJ*t i.?**^ 
prinripk of bttJixi^ v^'utiou ji- <-'^rfi<j<'t ti;*C ;i<j</J^ ofjj v pfvjyr 

mO^id&'^KtiyU. JjU «J I.VIJ.'^T of <:*(*>*?»: ;-< ii^**^ *»*:<-r. 51i'M 
TkrOlijKt 1i t<r*iU*. *-UV^ 1^1^*11. J5*.. i4< *r*^v*.iVJ; H*.i<;ijjr:t flOtt* 
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i to 1 per cent, is allowed U> flow gently into the intes- 
tine by raising an irrigator in which it is contained. As 
quickly as it causes discomfort, it is allowed to flow out 
by lowering the irrigator, so that part of the fluid returns. 
This raising and sinking of the irrigator is frequently re- 
peated. As soon as the fluid becomes mixed with fecC'j 
it is changed. Evidences of absorption of the fluid arc 
seen by the fact that gradually less fluid returns than goes 
in. Rapid absorption will not take place until the bowel 
is thoroughly cleansed. In 1 hour as much as I litre will 
be absorbed. The nurse must be given exact instructions 
how to carry out this procedure, because by the usual 
methods, even by frequently repeated enemata, results are 
often nil and the patient is caused much discomfort. By 
this gentle procedure meteorism is greatly relieved, large 
quantities of gas will frequently come away when the irri- 
gator is lowered. Wernitz warns that this effective pro- 
cedure must be carried out very faithfully, that each time 
the duration of the irrigation must be for an hour or so, 
until the patient sweats and the temperature is lowered. 
Then when the temperature begins again to rise, the pro- 
cedure must be repeated. The whole process is one of elim- 
ination of poison from the system and by it time is gained 
— ^time being always a most valuable consideration in cases 
of acute sepsis. 

Treatment of Chronic Exudate. We note that the 
treatment of chronic pelvic exudate by loading the vagina 
with quicksilver and air colpeurynters, which was reported 
in our last Year Book of Gynecology, page 74, seems to 
find favor with many foreign gynecologists. L. Pincus^ 
says that the method has been widely recognized as in- 
. volving the right principles and that it succeeds in curing 
without danger old pelvic exudates by an ambulatory 
treatment. Some trouble has been experienced in a few 
cases on account of the colpeurynter pressing against the 
cervix. This is obviated by using a rubber bag with a 
depression on top into which the cervix descends. Then 

a) Centralblatt fUr Gyn&kologie, 1902. No. 36. 
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inflation causes little or no pressure against the cervix. 
Kemarkable Pelvic Case. A most curious case of pyo- 
salpinx and pyometra is reported by E. P. Paton.^ A 
young man complaining of very frequent and painful 
micturition, thickness of the urine and some tenderness 
of the bladder presented himself for treatment. On exam- 
ination he was found to be a double cryptorchid and to 
be hypospadiac, the hypospadias being of the perineal 
variety; the penis was very poorly developed and only 
between two and three inches long, there was a depression 
in the glans at the normal seat of the meatus, but this 
opening was blind, and the whole floor of the penile 
urethra was wanting, the urine being discharged by an 
opening in the perineum which admitted a No. 10 cathe- 
ter with ease. On either side of this opening were two 
folds of skin representing the split scrotum, but the folds 
were empty, there being no signs of testes to be found here 
or in either inguinal region. Extensive scarring was to 
be seen on the right side of the hypogastric region which 
the patient said was due to an abscess which had been 
opened about a year before and which had now been closed 
for about six months. Beneath this scar there was to be 
felt an ill-defined fulness, the nature of which could not 
be clearly made out, partly on account of its tenderness 
and partly because of the scarring. The condition of the 
urine varied a good deal at different times; sometimes 
there was a very considerable amount of pus present; 
at others he would pass a very fair quantity which was 
almost clear— occasionally, but only on one or two occa- 
sions, and not at any regular intervals, there was a little 
blood present. On passing a catheter it was never possible 
to obtain more than a small quantity of urine at one 
time and this was always thick with pus, though he could 
often pass six or eight ounces at once himself, when the 
quantity of pus was usually much less. In general ap- 
]^earance the patient was very small and puny for his age. 
He had no hair on his face and the pubic hair was scanty ; 

a) The Lancet, July 17, 1902. 
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his face had rather a feminine aspect, his voice was also 
high-pitched. The breasts were more developed than is 
usual in a male, the development being similar to that 
usually seen in a girl about 15 years of age. 

Treatment by washing out what was apparently the 
bladder proving ineffectual, and two fluctuating swellings 
in the pelvis having been found by rectal examination, the 
abdomen was opened. On separating adhesions, a uterus 
of fair development with one pathologic and one normal 
Fallopian tube was found. The largest of the swellings 
proved to be the bladder. After removal of the pyosalpinx 
and frequent irrigation of the uterine cavity which had 
previously been thought to be the bladder, general good 
health resulted. The case is classified as one of vertical 
or complex hermaphroditism. 

Disease of Abdominal Walls. 

An interesting affection of the abdominal walls in 
women is described by Singer^ of Budapest, who gives it 
the name panniculitis. This author says that very fre- 
quently this disorder is mistaken for other ailments. 
Objectively there is to 'be discovered stiffness of the belly 
wall and special lack of elasticity in the same. When in 
any way the wall and with it the peritoneum is thrown 
into folds, extraordinarily intense pain is caused. Singer 
recommends that in all cases where a woman has long suf- 
fered from pain of the abdomen, which assails her on 
locomotion or bending and where examination of the 
pelvic and abdominal organs gives no positive diagnosis, 
that panniculitis should always be thought of. One should 
never omit to lift the abdominal wall in folds, to ascertain 
whether this procedure causes pain. When panniculitis 
exists, a sharp outcry will be the response. The treatment 
which always is followed by prompt cure consists in daily 
kneadings of the stiff walls and drawing out the folds; 



.a) Abstract in Gentralblatt flir Gynakologie. 1902. No. 50. 
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0) MedlctI N«Wi, Mir 1/ M>Vi 
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der, which should be done next, the author uses only a 
1 per cent solution of boric acid. It will be found that 
the quantity required to distend suflBciently the bladder 
of the female is greater than that required for the male ; 
whereas, in the latter, 150 c. c. are usually safe, we re- 
quire between 200 and 300 c. c. to properly distend the 
bladder of the former. At times, especially if the blad- 
der be the seat of a severe inflammatory process, it will 
be found that the viscus will tolerate the injection of 
only a very small quantity of fluid, promptly expelling 
the entire contents if more be injected. In these, and 
only these cases, the bladder may be rendered more toler- 
ant by the injection of a 1-per-cent solution of cocain, or 
of 2-per-cent beta-eucain. Seldom is general anesthesia 
necessary. When the bladder has been filled, the cysto-- 
scope, previously sterilized, is connected with the battery 
and tested, to ascertain whether the lamp is perfect, and 
after lubrication with sterilized glycerin or one of the 
aseptic lubricating pastes, is inserted into the bladder, the 
beak being directed upward during this step. 

The unlighted instrument is now used for thorough 
exploration of the cavity of the bladder. This maneuver 
acquaints one with the relative position of the uterus, 
which is the chief source of encroachment, and with the 
presence or absence of any o+' '^us obstruction or 

distortion. This simple procedure thus makes it possi- 
ble to avoid injury, which in distorted bladders would re- 
sult from cauterization of the bladder wall by the lamp. 
This may occur even if the lamp remains in contact with 
the wall for only a short time. Then the light is turned on 
and the bladder is methodically examined, especial atten- 
tion being paid to the region of the trigone where the 
larger proportion of inflammatory processes and tumors 
occur. To find the ureteral openings first locate the liga- 
mentum interuretericum by examining the floor of the 
bladder from the lower sphincteral margin backward. 
This having been found, the cystoscope is turned to the 
right or to the left till an angle of thirty or forty degrees 
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from the perpendicular is reached, when the ureteral ori- 
fice will usually be found somewhere within the field of 
vision. Having found one, it should not be difficult to 
locate the other. 

As the bladder-wall has not been anesthetized, even 
slight cauterization with the lamp will cause a burning 
pain to the patient, and it has been the writer's rule to 
instruct the patients to call attention at once to any pain- 
ful sensation. If we be in doubt as to whether the pain 
is due to a burn or simply to the presence of the cysto- 
scope in the urethra, the extinguishment of the lamp will 
quickly clear up the doubt. 

When the examination has been completed, the cysto- 
scope is removed, with the beak upward, after the extin- 
guished lamp has had a few moments to cool off; and if 
no cauterization has occurred, the contents of the bladder 
are allowed to flow off, with the exception of about 
50 c. c. When, however, cauterization has occurred, how- 
ever slight in degree, it is advisable to remove the entire 
quantity and to inject about 30 or 50 c. c. of the i-per- 
cent solution of nitrate of silver, which is allowed to re- 
main until the next urination. 

A measure which has proven of great aid in preventing 
infection in this, as well as in all other urethral or vesical 
instrumentation, has been the use, whenever possible, of 
urotropin, in doses of 0.5 gram three times daily, for sev- 
eral days preceding the operation. 

Cystoficopic Appearances. Cystoscopic appearances in 
non-tubercular cystitis and inflammation of the upper 
urinary tract are given in practical detail by E. Garceau.^ 
He cites Brown's investigations, which show that the urine 
is always acid when the bacillus coli communis is the 
germ present, whether the inflammation is in the kidney, 
bladder or in both organs. Clinical experience carries 
this out, for it is the exception almost that urine in a 
case of chronic cystitis in women is found to be alkaline. 
In the case of tuberculosis the same is true, the urine 

(1) Boston Medical and Surgical Journal, June 5« WIL, 
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almost always being found acid, unless there is a mixed 
infection late in the disease. An alkaline urine when met 
with may be expected to be associated with either the bacil- 
lus proteus vulgaris or the staphylococcus. 

The following description of the cystoscopic appear- 
ances is offered by Garceau : 

The normal bladder in a state of health presents a 
grayish yellow appearance by reflected light. Ramifying 
over its surfaa* are numerous arteries and arterioles 
which, when seen through the cystoscope, present an ap- 
pearance not unlike that observed with the ophthalmo- 
scojx? of the retinal vessels of the eye. The trigone, 
vesical neck and urethra have a pinkish or even a 
red color; likewise the ureteral eminences, which always 
stand out prominently and are easily recognized. 

T\\Q cystoscopic appearances in the case of acute cysti- 
tis are those seen in inflammation of the mucous mem- 
branes in other parts of the body. It is probable that the 
apjHnirances do not differ, no matter which germ has 
caused the disease. In chronic cystitis, also, it is proba- 
ble that the germ does not have any relation with the 
visual appearances. 

In a case seen in consultation, the author had the op- 
portunity of examining an acutely inflamed bladder. The 
patient, a woman, had been operated upon for retroversion 
l)y the anterior vaginal method, and during the course of 
the operation the bladder had been accidentally opened. 
Acute cystitis followed. Through the cystoscope the whole 
bladder was seen to be intensely red, and the mucous mem- 
brane swollen and evidently elevated above the normal 
level. Flakes of fibrin were scattered about here and 
there. Individual large blood vessels were seen to be 
much larger than normal, but the fine reticulum of 
smaller blood vessels was entirely lost in the general 
edema. The ureteral eminences could not be identified 
on account of the swelling. The vesical neck and urethra 
partook of the general inflammation. 

Inflammation of the bladder may produce within it 
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lesions of three kinds, namely, ulcers, patches of intense 
redness, and lastly a general diffuse rediiess. In addition 
to these, however, there is a fourth alteration which is 
observed in cases of long standing vesical ulceration. 
Eeference is made to cicatricial contraction, seen fre- 
quently as the end result of violent inflammation. 
Whether or not this contraction is due alone to cicatricial 
influences, or whether it may not also, in part at least, 
be the result of muscular hypertrophy due to constant 
tonic spasm, is uncertain. There seems to be good ground 
for supposing that the latter hypothesis may be correct. 

The ulcer and the patch frequently co-exist, or a diffuse 
inflammation may be associated with ulcerations. There 
is arterial engorgement with ulceration.. Occasionally the 
whole vesical lining of mucous membrane may be de- 
stroyed and the cystoscope reveals a smooth, glistening, 
pyogenic membrane with white lines of scar tissue here 
and there, with occasional red patches. This may happen 
in both tubercular and non-tubercular inflammations. 

The ulcer. — Ulcers of the bladder, non-tubercular in 
type, are quite uniform in appearance. Generally circu- 
lar or irregularly circular; seldom exceeding 1 to 2 cm. 
in diameter ; surrounded by areas of injection ; seldom ex- 
tending deeply, although having a more excavated ap- 
pearance when in the trigone; base yellow or yellowish- 
white, usually smooth, but may be shaggy with necrotic 
shredB clinging to it; neighboring vessels always dilated 
and appearing as if proceeding from the ulceration ; rarely 
found. at the summit of the bladder. 

The patch. — In the form of cystitis, in which patches 
of inflammation occur, these lesions may be readily recog- 
nized through the cystoscope. The patches are gener- 
ally not larger than 2 or 3 cm. in diameter, and present 
an irregularly circular outline, although other shapes are 
also met with. In color the patch is intensely red, dull 
in appearance, and surrounding it the contiguous blood 
vessels are seen to be greatly distended. The patch itself 
represents the usual changes accompaiv^YCv^ ycA.'^\sv\s\^\1\.^^ 
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of mucous membranes. A piece of tissue excised from a 
patch in one of the cases described showed ordinary in- 
flammatory changes: the superficial squamous epithelium 
was desquamated, and there was an intense round-cell 
infiltration which extended into the subjacent tissues; the 
blood vessels were all dilated. 

Some authors have described these patches as ecchy- 
moses: this is erroneous, as an ecchymosis consists of 
an infiltration of blood in the cellular tissue. There is 
no such lesion in the vesical patch of inflanmiation. 

Diffuse general mflammation. — In this form of cystitis 
the whole mucous membrane of the bladder is involved. 
The membrane is diffusely red throughout, and appears as 
a smooth surface with or without ulcerations and patches. 
On the trigone and eminences the infection is somewhat 
more intense, and the vesical neck and urethra also show a 
marked degree of infection. The large individual blood 
vessels of the bladder stand out boldly on the surface as 
well as the smaller ones, which are usually invisible in the 
normal state. The general appearance of the bladder is 
dull-looking, which is to be expected when one considers 
the pathologic changes, desquamation and round-cell in- 
filtration. 

Besides the appearances just described — ^the ulcer, the 
patch and diffuse inflammation — we may mention the 
occurrence of small granulations on the surface of an in- 
flamed bladder. These are small elevations which rise 
above the surface, not more than 1 or 2 mm. in height, and 
about the same in diameter. In appearance they are red 
and shiny, and resemble granulations seen on the sur- 
face of the body in an open wound. They are of rela- 
tively infrequent occurrence. 

The swelling of the lymph nodules is also sometimes 
seen in cases of severe cystitis. In the normal bladder 
these nodules are never seen, as they are even with the 
general vesical surface and have the same color as that 
of the surrounding tissue. But with an intense degree 
o/ cystitis which has lasted a long time, such as is some- 



INFECTIONS OF THE BLADDER. 119 

times seen in calculous disease of the kidney, these nodules 
swell up and appear in the bladder in great numbers. 
They ai:e small bodies, not more than 2 or 3 mm. in 
diameter, slightly elevated above the surface, of whitish 
translucent appearance, resembling sago grains. They 
have no significance beyond the fact that they represent 
a severe infection. They disappear when the cystitis sub- 
sides. 

In all forms of cystitis the lesions are most frequently 
found on the posterior wall, either on the trigone or just 
above it. The trigone itself is always intensely injected, 
as well as the vesical neck and generally the urethra. It 
is intense injection with the consequent hypersensitive- 
ness of the nerve endings that gives rise to the symptom 
of increased frequency of micturition. 

Having studied the relations of inflammations of the 
upper urinary tract to cystoscopic appearances Garceau 
concludes that in most cases of inflammation of the upper 
urinary passages, provided the bladder shows evident le- 
sions of inflammation, those lesions will be more marked 
in the neighborhood of that ureteral eminence correspond- 
ing to the diseased tract ; we may also add that occasionally 
is happens that the bladder does not show inflammatory 
changes, although there is an inflammatory process going 
on in the kidney or in the ureter ; in such a case the evi- 
dence is clear that the infection has been renal or ureteral 
primarily, and that the inflammation has not yet reached 
the bladder. 

Differential Diagnosis and Treatment. By careful uro- 
logic and gynecologic examination of 176 cases of vesical 
hyperesthesia, F. Bierhoff^ is strongly convinced that in 
practically all instances vesical hyperesthesia in the female 
is caused by tangible abnormal conditions of either ure- 
thra, bladder, or neighboring pelvic organs. Proceed- 
ing first to definition of terms, he says : 

"By ^irritable bladder,^ or, better, vesical hyperesthesia, 
is meant that condition in which, with perfectly clear 

(1) American Medicine, July 6, 1902. 
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uriDe (or if turbidity be present, it is not due to pus), 
there is found an abnormally frequent desire to urinate, 
this desire being at times entirely unaccompanied by 
pain, at other times there being a varying degree of tenes- 
mus or pain, or both." 

A review of recent literature shows that other observers 
are accepting the fallacy of the neurosis theory and are 
making more extended examinations of these cases. Diag- 
nosis and treatment resting upon these thorough examina- 
tions are outlined as follows: 

Urethritis and Urethral Changes. Any discharge must 
be examined, for decision as to its gonorrheal or non- 
gonorrheal character, and the urethritis treated accord- 
ingly. If there is no visible discharge, then a urethral 
scraping should be made and examined, as very often a 
discharge may consist of the merest trace, which yet bears 
gonococci. If neither is obtainable, then it is advisable 
to employ the endoscope to locate areas of inflanmiation, 
fissures, condylomata, etc., which may at times alone cause 
all the symptoms. Treatment must be applied with refer- 
ence to the character of the urethral changes found on 
examination. 

Urethrocystitis (catarrhal). In this condition there 
is usually a more marked degree of tenesmus than of 
pollakiuria. The urine is clear and of normal composi- 
tion. The cystoscope reveals redness and swelling of a 
degree of severity varying with the intensity of the proc- 
ess. This change is, however, one which affects the 
sphincteral margin exclusively, or chiefly. The mucous 
membrane at the sphincter and just beyond, on both the 
vesical and urethral sides, is found congested and swollen, 
sometimes markedly so. The surface is angry-red and 
irregular, especially over the lower, median portion. 
The rest of the bladder is free of inflammation; 
the urethra, however, may also be the seat of a catarrhal 
inflammatory change. A feature of this condition is the 
exquisite tenesmus it frequently calls forth. Treatment 
consists of the application of nitrate of silver, in .5 per 
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cent to 2 per cent solution, directly to the sphincteral mar- 
gin and the parts immediately adjacent to it, by means 
either of the catheter or the endoscopic tube. 

Sphincteral Papillomata. These are distinct, warty 
excrescences directly upon, or immediately adjacent to, 
the sphincteral margin. They may vary in size and char- 
acter from tiny growths (consisting of a vascular loop and 
a retaining membrane, the loop apparently being sepa- 
rated from the membrane by a transparent medium) to 
clearly defined and prominent small tumors with a 
smooth or fimbriated surface. They may give rise to 
very severe and continuous tenesmus, and may be 
removed either by cauterization with the actual cautery 
or by strong caustic applications through the endoscopic 
tube, or by means of the snare, if large enough. 

Hyperemia, This condition possesses certain points 
which distinguish it from true cystitis, viz., while in 
cystitis of either the suppurative or catarrhal type we 
see a surface somewhat roughened, and of an even, deep- 
red color, all contours of the individual vessels being lost, 
in hyperemia we can readily distinguish that the red- 
ness is caused by an abnormality of the capillaries, which 
appear to be increased in number and dilated. The indi- 
vidual vessels are, however, still recognizable, whilst be- 
tween them are distinguishable small areas, or islets of 
normal, yellowish mucous membrane. The condition is 
due either to direct irritation of the mucous membrane, 
to the extension to the bladder, of urethral, congestive 
processes, or it is secondary to pelvic congestions, or to 
pressure of other organs or tumor-masses. Treatment 
consists first of the removal of any extravesical pressure 
causes; subsequently, irrigations of 1 per cent boric acid 
solution, alone, or followed by instillations of .25 per cent 
to .5 per cent nitrate-of-silver solution. The condition 
is of importance because it may be a precursor of vesical 
inflammation. 

Vesical Varices. These occur as the result of pressure 
exerted outside of the bladder by masses (either t^v\^<;s^%^ 
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or the enlarged uterus) upon the larger pelvic, venous 
trunks. They have also been observed as an accompani- 
ment of cardiac changes, or of varicosities of the veins of 
the lower extremities. They vary in extent from what 
is merely a marked increase in the number and develop- 
ment of the normally-seen venous plexuses of the bladder- 
wall, to distinct, tortuous, hemorrhoidal formations, the 
affected vessels being seen to rise as tortuous, bluish-red 
cords, above the level of the surrounding mucous mem- 
brane. Bleeding may arise from these varices. They 
occur sometimes during pregnancy. Treatment consists, 
first of all, in the removal of the obstruction to the venous 
circulation, if necessary. Should hemorrhage occur, the 
bladder may be washed out, using a large catheter. I have 
found that when there are coagula in the bladder, it 
is a good plan to fill the bladder with fluid to the maxi- 
mum of tolerance, and then instruct the patient to empty 
the bladder voluntarily. In this way large coagula will 
often be expelled with ease. As a hemostatic, solutions of 
antipyrin or ferripyrin may be employed. The use of the 
actual cautery has been suggested to control severe bleed- 
ing from vesical hemorrhoids. 

Catarrhal Cystitis. In this condition is found a con- 
dition of more or less diffuse reddening, with swelling and 
roughening of the mucous membrane, most marked, as a 
rule, about the lower portion of the sphincteral margin 
and the trigone. The islets of normal, yellowish mucous 
membrane, such as occur in hyperemia, are not present, 
and the surface looks satiny. At times the inflammai;ion 
may also be present over portions of the bladder-wall out- 
side of the trigone, in discrete, or confluent patches. 
With all this the urine remains clear or, if turbidity is 
present, it will be found to be due to phosphates or bac- 
teria only. The sediment contains epithelium, mucous 
shreds, bacteria and only isolated leucocytes. 

The treatment of catarrhal cystitis is usually simple: 
Vesical irrigations with 1 per cent boric acid solution, 
followed by the instillation or injection of .25 per cent to 
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2 per cent nitrate-of -silver solution. If large numbers of 
bacteria are present in this or any other vesical condition, 
excepting only gonorrheal cystitis, the most reliable in- 
ternal agent is urotropin, in 0.5 gm. doses, three times 
daily, taken in water, during or after meals. 

Prolapse of the Anterior Vaginal Wall, Not to the Ex- 
tent of a True Cystocele. This acts only as an accessory 
cause, as cystocele does. In this condition we find only 
a sharp descent of the trigone, the floor of the bladder, 
behind the sphincter, falling sharply away. 

Cystocele. To just how great a degree the uncompli- 
cated cystocele may prove a factor in the production of 
vesical hyperesthesia is very uncertain. It seems plausible 
that, when the prolapse is at all marked, the continuous 
traction upon the sphincter of a pocket distended with 
urine may easily disturb the functions of this muscle. 
Its presence, also, seems to favor the development of cys- 
titis. When cystocele occurs uncomplicated by inflamma- 
tion, the cystoscope reveals changes in the floor of the blad- 
der, varying from the mere indication of pouching to 
decided pocket formation, or sacculation. In the latter 
case, we look down into a partially-illuminated cavity, 
through a more or less irregular opening, whose margins 
are often plicated. If the cystocele is replaced, and re- 
tained in position, through the vagina, the site of the pro- 
lapse will be found marked by folds and creases. Treat- 
ment is gynecologic. In cases in which inflammation 
exists, the picture is that of a cystitis upon the plicated, 
or prolapsed mucous membrane. 

Bacteriuria. When this causes symptoms we find it 
occurring usually as an accompaniment of vesical hyper- 
emia. Usually the presence of bacteria, when the vesical 
mucous membrane is normal, causes no symptoms what- 
ever, even though it may have existed for a considerable 
time. In bacteriuria the urine is turbid, and upon ex- 
amination the turbidity is found to be due entirely to 
bacteria. Bacterium coli is most frequently the germ 
found in this condition. The internal use of urotropin 
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alone, as described before, or alternated with salol, in eon- 
junction with the regulation of the bowels, and with blad- 
der-irrigation with 1 per cent boric acid solution, followed 
by 1-10 per cent to i per cent nitrate-of-silver solution, 
usually gives the best and speediest results. 

Vesical Tuberculosis. This is a cause of vesical hyper- 
esthesia only in its eariier stages. Later in the course of 
the disease there is regulariy an acid, suppurative cystitis. 
Typical of this condition are the tuberculous nodule, the 
tuberculous ulceration, and ecehymoses. The ulcerations 
are revealed by the cystoscope as shallow excavations with 
clean-cut edges, surrounded by a narrow margin of in- 
flammation, arising from an apparently healthy mucous 
membrane. They are covered with a yellowish-gray coat- 
ing. Distinct ecch}Tnoses are frequently seen surrounded 
by apparently healthy walls. When the tuberculosis is the 
result of a descending process, proceeding from the kid- 
neys, there is usually pronounced cystitis, either general 
or localized about the trigone. 

Treatment should, first of all, be directed to the gen- 
eral condition. Local treatment consists of measures vary- 
ing from injections of nitrate-of-silver solution to iodo- 
form emulsion, to curettage, cauterization or excision. 

Pericystitis, This condition is one of the most fre- 
quent of the accessory causes of frequent urination in 
the female. Interfering as it does with the distensibility 
of the bladder, smaller quantities of urine than normal call 
forth the desire to urinate. When the exudate about 
the bladder is recent the cystoscope may reveal noth- 
ing, and the only sign of its presence be that at- 
tempts to distend the bladder soon meet with a sense 
of resistance. When it is old, however, we see 
through the cystoscope that circumscribed portions of the 
bladder-wall (usually the lower lateral and the upper 
posterior and postero-lateral) are marked by sharp, scar- 
like yellowish-white strands, which tend to have fimbriated 
extremities. 

Treatment consists of a gradual stretching of the peri- 
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vesical strands, by means of a gradual, progressive dis- 
tention of the bladder with fluid. Tepid boric-acid solu- 
tion is slowly and gently injected to the point of toler- 
ance, and allowed to remain a few minutes. The pro- 
cedure is repeated at daily intervals ; if possible, the quan- 
tity of fluid being gradually increased. 

Carcinoma, — As this is rarely primary, but usually due 
to the extension of the process from the uterus to the 
parametrium, and thence to the bladder, we usually find 
the trigone the part involved. During the earliest stage, 
there will be seen only a slight prominence in this region. 
As the process begins to involve the bladder-wall, the floor 
becomes progressively raised and thrown into folds, usu- 
ally transverse, which, in the course of time, extend antero- 
posteriorly to involve the parts from the sphincter to and 
beyond the interureteral ligament, and laterally beyond 
the ureteral orifices. The mucous membrane is at first 
smooth and apparently normal. Later it becomes red- 
dened and irregular and, as the process approaches the 
mucous membrane, it becomes the seat of vesicles of edema 
bullosum. The ureteral orifices may be involved and may 
open upon one of the folds, being visible as dark openings 
only during the act of discharging urine, or they may be 
hidden in the depths of a crease or a convoluted, trumpet- 
shaped depression. Later, ulceration and destruction 
change the aspect of the picture. Owing to the nature and 
situation of the process, radical operation is rarely of serv- 
ice, and treatment must be mainly palliative. Local treat- 
ment if radical is apt to increase the suffering. Simple 
irrigations at times afford some relief. 

Pregnancy. This may cause vesical hyperesthesia, 
either as a direct result of pressure upon the bladder by 
the distended uterus, or as a result of the vesical hyper- 
emia, varices, etc., which it may bring about through in- 
terference with the pelvic circulation. These conditions 
may occur in the earlier months of pregnancy, and become 
more pronounced if the distensibility of the bladder is in- 
terfered with by pericystitic strands, or adhe«Lv<ya».. ^'^^'^ 
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cystoscope reveals a rounded tumor, covered with normal 
mucous membrane, protruding into the bladder. Close 
inspection shows it to be marked with rounded long irregu- 
larities, in all probability the fiber bundles of the uterine 
muscle seen through the bladder-wall. Another condition 
seen at times during pregnancy is a decided prominence 
(both in depth of coloration and in extent of develop- 
ment) of the venous plexuses of the vesical wall. These 
may, at times, especially if there is cardiac insufficiency, 
become pronouncedly varicose. If no inflammatory inac- 
tion is present, no treatment in needed. When it is pres- 
ent, however, benefit is obtained from irrigations, followed 
by the application of nitrate-of-silver solution, of 1-10 
per cent to ^ per cent, through the endoscopic tube to the 
trigone and sphincter. In cases in which there is a ten- 
dency to abori:, irrigations alone should be employed. 

Malpositions of the Uterus. These act, when they axe 
a cause at all, through direct pressure upon the bkdder, 
usually at or near the fundus, and by limiting the disten- 
sibility of the bladder. Usually the cause is the cervix 
of an adherent, retroflexed uterus. The cystoscope shows 
a protrusion at the lower posterior, or postero-lateral part 
of the bladder. When the fundus is displaced forward 
there is a protrusion higher up, on the posterior wall, 
resembling somewhat the picture seen in pregnancy, ex- 
cept that the striations, seen in the latter, are missing. 
Treatment is gynecologic. 

Inflammatory Conditions of the Uterus, or Adnexa, or 
Both. These may exert an influence through the exten- 
sion of inflammation to the bladder by bringing about 
congestion affecting this viscus, or by limiting its disten- 
sibility. Treatment of the bladder is unnecessaiT; it 
should be directed toward the original condition, since the 
vesical hyperesthesia usually disappears with the subsidence 
of the inflammation. 

Tumors (pelvic and uterine). These become factors in 
the causation of vesical hyperesthesia either because of 
their direct pressure upon the bladder or by bringing 
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about congestion of the vesical mucous membrane 
through interference with the pelvic circulation. They 
are only recognizable with the cystoscopy when they press 
directly upon the bladder. Then they present a protru- 
sion, of rounded contour, into the vesical cavity. 

Nervous Conditions. The nervous conditions met 
with have been neurasthenia, hysteria, ataxia, and epi- 
lepsy. Of these, neurasthenia occurs most frequently and 
is of the greatest importance as a contributory cause. 
It stands to reason that if the nervous system is weakened, 
conditions which otherwise would perhaps pass unnoticed 
may produce marked symptoms. Then, again, allowance 
must also be made for the natural tendency to exaggerate 
symptoms or conditions which is present in those suffer- 
ing from nervous conditions. Coincident with the treat- 
ment of whatever vesical or extravesical changes may be 
present must be that of the nervous disease. 

The prognosis of vesical hyperesthesia is good. It is not, 
of itself, a serious condition, but may prove a very favor- 
able foundation for graver conditions of the urinary or- 
gans. The cases due to local inflammatory changes are 
most readily and quickly cured. In the presence of extra- 
vesical causes, however, the course of the disease is slower 
and more tedious, and may extend over months, or even 
years; if neglected, it may lead on to incurable atrophy 
of the bladder. Usually, however, appropriate treatment 
is soon followed by a gratifying mitigation in the severity 
of the symptoms. Unless the causative factors can be 
entirely removed the condition shows a tendency to recur 
at times, consequently these cases should be treated, when- 
ever possible, until all the causes, principal and accessory, 
have been removed. If this is impossible, as unfortunately 
is too often the case, then we must be content to later 
treat the recurrences. 

Conclusions: 

1. The term 'Vesical hyperesthesia,^' or "irritable blad- 
der," is in almost every case, in the female, erroneously 
applied. 
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2. As a true neurosis vesical hyperesthesia occurs 
rarely. 

3. In cases in which vesical hyperesthesia exists it does 
so only as a symptom ; in the majority of cases as a direct 
result of some change in the vesical mucous membrane, 
in the minority as an indirect result of changes in other 
organs adjoining or near the bladder. 

4. The diagnosis of the causative factor must rest 
upon a thorough examination not only of the bladder but 
also of the urethra and the genital and pelvic organs as 
well. 

5. The treatment must be directed both against the 
local changes and the causative factors of these. 



DIFFERENTIAL DIAGNOSIS. 129 

PAET III. 
TUHOfiS. 

In the section of our subject treating of tumors we 
have very little new to add to the extended discus^on in 
the last Year Book. While a great number of papers on 
this topic have appeared during the year, very few of them 
have added anytMng to our previous store of knowledge. 

Differential Diagnosis. A practical paper describing 
some points in the differential diagnosis of abdominal and 
pelvic tumors is offered by R. B. Hall.^ He emphasizes 
the value of paying particular attention to the history of 
a case, since some small point, such as where the tumor 
was first noticed or the pain felt, will often aid us in diag- 
nosis. Much the best and safest results in diagnosis are 
obtained by using a definite system in examination. Such 
small items as placing the patient on a hard and level- 
surface instead of examining her upon a soft, yielding 
bed, and having one's hands as warm as the patient's 
body are of distinct value for the achievement of accurate 
results. After obtaining all the information that we can- 
gain from examination on the back, the patient should be 
turned upon the side with the knees flexed. In percuss- 
ing, the whole abdomen should be carefully gone over and 
the regions of varying percussion note marked with pencil, 
then when the patient is turned on the side, any change in 
the findings may readily be observed. Hall does not think 
that aspiration of the contents of a tumor as a method of 
differential diagnosis is justifiable. 

The following points about the diagnosis of special tum- 
ors are worthy of note : A large suppurating ovary may 
be mistaken for an inflamed ovarian cyst or a fibroid 
uterus. As a rule it will not be difficult to make a cor- 
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rect diagnosis if the clinical history is carefully taken. 
Illness will have extended over a number of years. There 
will be deranged menstrual function with more or less 
pelvic pain all the time. The tumor will be more fixed in 
the pelvis than a fibroid. It is not always possible to get 
fluctuation in a suppurating ovary the size of a cocoanut, 
but it is always possible to outline the uterine body, not 
much enlarged, on one or the other side. The tumor 
simulates a fibroid inasmuch as the patient bleeds from 
six to fourteen days at her menstrual period. By vaginal 
exaniination the parts are more sensitive and more fixed 
than is usual in fibroids. In the majority of these cases 
there is nothing in the temperature chart that would 
throw any light upon the diagnosis. 

Ruptured tubal pregnancy with a large pelvic hematoma 
seen several weeks after primary rupture may be confus- 
ing. The clinical history plays an important part here 
in the diagnosis. The symptoms of rupture with the suc- 
ceeding hemorrhage or hemorrhages, so well laid down 
in our text books, are practically always found, but it must 
be remembered that in contradistinction to what is gen- 
erally believed, rupture of tubal pregnancy rarely causes 
death from hemorrhage at the time. Appendicitis with 
a large accumulation of pus has caused mistakes in diag- 
nosis. It is usually confused with a suppurating ovary 
on the right side or a right pyonephrosis. It should be 
remembered that in the case of a kidney tumor the colon 
is always in front, a fact that can be demonstrated very 
readily by pumping air into the rectum with an ordinary 
Davidson syringe. The colon can then be perfectly out- 
lined by percussion. The urine should, of course, be care- 
fully examined in all these cases. The history of the case, 
the sharp onset of appendicitis, is one of the main means 
of differentiation from suppuration of the ovary. A fecal 
accumulation in a fat abdomen may be confusing for a 
time. It may be nearly as large as an adult head ; exam- 
ination reveals the possibility of making indentations in 
the tumor. The patient is not necessarily constipated. 
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On the cbntraiy, there may be diarrhea. A few doses oj 
salts and high rectal injections of ox-gall will soon solve 
the problem. These accumulations are usually found in 
old women of marked sedentary habits and habitual con- 
stipation until the present illness. 

Phantom tumors have been a source of blunder to both 
experienced and young practitioners. In appearance and 
clinical history ovarian tumor is simulated, it being a 
gaseous distention of the intestinal canal that makes the 
apparent tumor. The percussion note, of course, reveals 
resonance over the entire area. Only extremely rarely is 
an ovarian tumor found containing gas, which might 
counterfeit the above findings. In instances of this sort 
as well as in any condition where the diagnosis is in doubt, 
the giving of an anesthetic for purposes of examination 
will serve to clear the diagnosis of error by inducing com- 
plete relaxation of the muscles. Then you have the pa- 
tient and the tumor physically unmodified. 

Mimicry of Pregnancy. An interesting and very prac- 
tical paper is presented by H. A. Kelly^ on the mimicry 
of pregnancy by tumors. A number of striking cases are 
cited of errors in diagnosis made by himself and others, 
sometimes of pregnancy when there was tumor, sometimes 
of tumor when there was pregnancy. In any given case 
very good excuses could be offered for the mistake, but 
still in no case was determined all the evidence which 
might have been determined. This lack of completeness 
according to Kelly's own admission has led in his clinic 
to opening the abdomen on a pregnant uterus and to 
opening the abdomen for a supposed tumor then closing it 
because the uterus was supposed from appearances to be 
pregnant, when in reality as proved by a later operation, 
the enlargement was a tumor. Kelly summarizes the pos- 
sibilities in these words : 

"The following elements enter into these cases as mis- 
leading: 

"1. The patient may be very fat, making it most (JiflS- 

(1) American Gynecology, November, 1902. 



132 TUMORS. 

cult to palpate and percuss an abdominal enlargement 
with precision. 

"2. The vagina may present a more or less characteris- 
tic violent discoloration. 

"3. The cervix may be soft. 

"4. The breasts may be enlarged, painful, and may 
contain fluid. 

"5. There may be a cessation of menstruation with 
more or less nausea. 

"6. The Knea nigra may be well defined. 

"7. There may be a regular enlargement of the ab- 
domen more or less closely corresponding to the calculated 
period of pregnancy. 

"8. The mass may closely resemble a fetus in the ab- 
domen, presenting a head, body and limbs. 

*^9. The subjective sensation of movements may be 
prominent, and to the patient a factor decisive beyond ar- 
gument as to the existence of a pregnancy. 

*^10. A perfect abdominal ballottcment may be present. 

*^f the mimicry of pregnancy can be so remarkable, 
how, then, are we to make a differential diagnosis? 

^^A diagnosis can always be made by a thorough exam- 
ination which pays close attention to all the important 
signs of pregnancy. 

"First and foremost, the fetal heart sound is always ab- 
sent, and the pulsations in the tumor will not be mistaken 
for a fetus if the observer is careful to notice that they 
are synchronous with the radial pulse. This sign by 
itself is decisive. 

"In the second place, even taking the list of mimicking 
signs given above, no one case presents them all, and the 
omission of one or other of the usual important signs 
should put the observer at once on the guard. For ex- 
ample, it is a most suspicious fact when the menstrua- 
tion has continued through the supposed pregnancy, and 1 
find that physicians treat this sign too lightly, telling 
the patient that they know of a number of instances in 
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which menstruation has continued. This contradicts my 
experience. 

"Again the presumption is strong against pregnancy 
when there is an unaltered hard cervix, and the burden 
of proof rests heavily on him who assumes the contrary. 

"A more careful examination for ascites, as distin- 
guished from fluid in utero, will reveal it in most cases 
if the areas of dulness are marked out in four postures, 
erect, lying dorsally, and on right and left sides. 

"A recto-abdominal bimanual examination under a 
brief anesthesia of gas will always clear up the diagnosis*^ 
and reveal the uterine tumors or the small uterine bodj 
with ovarian tumors. 

"Lastly, a better knowledge of abdominal palpation in 
advanced pregnancy will almost always avoid error in 
diagnosis. 

"Other factors which often help in the diagnosis of 
these mimicking cases are the age of the patient and the 
length of time the tumor is known to have existed. 

"The absence of the regular enlargement of the womb, 
or the non-occurrence of labor, running weeks or months 
over the calculated time. 

"The existence in a single woman of an intact hymen. 

"In all instances of error which have come under my 
notice the mistake would not have occurred if a thorough 
examination had been made, using an anesthetic if neces- 
sary, and paying attention to all the signs of pregnancy.'' 

Urethral Caruncle. 

A pathologic and clinical study of urethral caruncle is 
contributed by M. Lange.^ He says that although hereto- 
fore these growths have been regarded as angiomata, closer 
study shows them to be tumors of the mucous membrane 
of the type of granuloma, hypervascular papilloma, or 
telangiectatic mucous polyp. Caruncles are differentiated 
from (a) other tumors of the region, by the constant 

(1) .Zeit9cbritt fttr Q«l)urt»l»Uf« und Oyn&kolo^U, ^^. t&.^wv 
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Kespler/ who notes the previous plethora of theorizing 
and paucity of exact research on this very important re- 
lationship. The verdict rendered by some observers that 
cardiac degeneration in myomatous subjects is due to 
uterine hemorrhage is thrown out of court by Kessler 
upon the ground that heart changes occur in cases where 
there has been little or no bleeding. His own case, which 
furnishes the text for his study, was one in point. The 
patient died on her first attempt to sit up in bed after a 
completely successful removal of a very large uterine 
myoma which had never caused uterine hemorrhages. At 
the autopsy no pathologic lesions were found except in 
the heart, and in that no marked macroscopic morbid con- 
ditions were found. More exact investigation with the 
microscope demonstrated, however, a great increase in the 
interstitial connective tissue — a true myofibrosis. That 
this condition was not a senile myofibrosis, although the 
patient was 54 years old, Kessler thinks is shown by the 
fact that while senile myofibrosis is always associated 
with sclerosis of the coronary arteries, in his case there 
was no such sclerosis. Another point against the theory 
of cardiac degeneration accompanying myoma being 
caused by bleeding and consequent anemia is the fact that 
such heart conditions are but very rarely found in con- 
nection with uterine carcinoma although in such cases the 
bleeding is often profuse and frequent. 

The mere fact of a large tumor existing in the uterus 
is hardly enough to account for myocardial changes. If 
it were, then pregnancy itself would lead to such degen- 
eration, as well as to the physiologic cardiac hypertrophy 
of pregnancy. In Kessler's opinion the relation sought 
for is to be found in the obstruction to the circulation 
which the unyielding myoma offers. The fact that cardiac 
degenerative changes are to be found in cases where the 
tumors are small as well as in cases where the myoma 
from its size ceriainly offers much more obstruction can 
perhaps be explained by remembering that the relatively 

(I) Z?it9cbrift fttr Qel7urt8lii1f^ und Oynftkolosie, B«Qd 47, H^ft h 
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lesser obstruction may have been imposed upon the cir- 
culation over a much longer period of time. Why one 
tumor should not have caused the cardiac lesion which a 
similar one has apparently excited is, however, a problem 
only to be solved by examination in the future of many 
more pathologic specimens. 

If it shall be definitely proven that a uterine myoma 
has a direct tendency to cause degeneration of the cardiac 
muscle, then the present range of indications for its re- 
moval will be much increased. Although the tumor may 
be causing little discomfort it may be undermining one of 
the main foundations of health and vitality, and thus the 
real conservative procedure may come to be regarded as 
immediate operation. 

The importance of the whole question is witnessed by 
the frequency of myomata in the female sex. Fritsch 
says that in certainly one out of every 10 women who come 
to autopsy there are found one or more uterine myomata. 

Complications of Myoma. From the standpoint of 
complications and degenerations of uterine myomata, a 
strong plea for their early removal is made by C. C. Fred- 
erick.^ In 125 cases upon which this author has operated 
he has found 51 complications which would probably have 
been fatal and more than 40 which certainly would have 
been fatal. This does not include the various degenera- 
tions of the vascular system, the kidneys and nervous sys- 
tems, and the results of mechanical pressure and mal- 
nutrition. If left to themselves Frederick estimates that 
from one-third to one-half of all patients afflicted by 
uterine myomata would die of the complications and de- 
generations of these tumors. The classical teaching that 
at or after the menopause myomata will atrophy is not 
in accord with Frederick's clinical observations. He has 
seen atrophy during the child bearing period, not after it. 
Frederick had 13 deaths in his series of operations and 
thinks that nearly every one in this number can be placed 
in the class of ^^'operated too late.'' If operation is not 

(1) American Gynecology, September, 1902. 
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undertaken early, there is always the possibility of leaving 
behind a wrecked body when operation becomes more ur- 
gent later on. The one exception to the above dictum is, 
in the experience of Frederick, that hard, subperitoneal 
nodules in women above 40 years of age produce few 
symptoms and are not likely to grow, at least not rapidly. 
Leaving this out of account, he thinks that most myomata 
give rise to symptoms and should be removed early. 

Anemia with Myomata. The question of operating on 
a patient in an anemic condition, a question which often 
has to be answered in cases of uterine myomata, is treated 
by J. H. Girvin.i Several gynecologists have reported 
successful operations upon cases with hemoglobin less than 
40 per cent, one case as low as 21 per cent. An opinion 
is current that it is highly dangerous to give a general 
anesthetic to a patient with hemoglobin less than 40 per 
cent, but Girvin seems to think that there is little to 
justify the opinion. He has himself operated on two 
case? of uterine myoma with very poor blood; one had 
42 and the other 40 per cent of hemoglobin. Both recov- 
eries were uneventful. 

Non-Surgical Treatment of Hyoma. From an exten- 
sive study of the literature N. M. Kakuschkin^ gives an 
extensive and practical summary of the present day stand- 
point in regard to the non-radical treatment of myoma 
of the uterus, from which we excerpt the following tren- 
chant points: 

1. Dilatation of the uterus. We have no fundamental 
knowledge of the influence of this procedure upon myo- 
mata, but the treatment has long been in use. Stoppage 
of hemorrhages, hindrance of growth of myomata and 
transformation of interstitial into submucous tumors are 
brought about by the contractions of the uterus which are 
aroused by dilatation. Most authors give credence to 
these good effects, but the material reported is small and 
the method is apparently used by few gynecologists. 



(1) American Journal of Obstetrics, May, 1902. 

(2^ Abstract, Centralblatt ftir Gyn&kologle, 1902, No. 36. 
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Prom the literature it appears that dilatation by incision 
gives good results, but that bloodless dilatation gives 28 
per cent of failures. The procedure is most frequently 
indicated where there are small intramural myomata. 

2. Curettage. Although this method is in wide use, 
yet the results gynecologists usually attain are difficult to 
learn on account of the paucity of the literature on the 
subject. The procedure is a palliative method, tempo- 
rarily stopping hemorrhage, diminishing the size of the 
uterus and lessening pain. In only 13 per cent is there 
lack of favorable results. It is indicated at any period of 
life in the early growth of the tumor where there is 
swollen mucous membrane, where the uterine cavity is 
little altered in ^ize or shape, and especially where there 
are small interstitial, subserous myomata. Before curet- 
ting, the uterine cavity should be carefully examined and 
disinfected. The cavity should be sounded, the cervix 
well dilated and the uterus irrigated. The use of some 
caustic material after curettage makes the procedure 
safer. Should perforation of the uterus occur with cu- 
rettage, or necrosis of the tumor follow it, then total ex- 
tirpation would be indicated. 

3. Ligating the blood vessels which supply the uterus. 
This operation is u6ed by few gynecologists and the re- 
ports upon it are not numerous. It is a safe palliative 
means, lessens the bleeding and causes the tumor and the 
uteriis to grow smaller in size. Good effects failed to be 
noticed in only 1 case out of 89 collected by this author. 
The length of the uterine cavity after this 'operation fre- 
quently is diminished to 2.8 cm. Favorable effects are 
usually seen in 2 or 3 months after ligation of the ve&- 
eels and apply about equally to the symptoms' and to the 
anatomic conditions of the tumor. Notwithstanding thor- 
ough ligation, in time the atrophic conditions are apt to 
gradually disappear through the establishment of col- 
lateral circulation. The operation is indicated in older 
patients because it sometimes induces the menopause, in 
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cases of small intramural tumors of the corpus because 
it has much more effect on these than' on the larger 
tumors. It is only indicated in the abseta.ce of strong ad- 
hesions- between the uterus and neighboring organs. It 
is indicated in cases where after opening the abdominal 
cavity the radical operation is found to be impossible. 
Whether working through the vagina or not, the operator 
should attempt to ligate the uterine and ovarian arteries, 
the artery of the round ligament and the internal pudic. 

4. Castration. With development of safer technic in 
the radical operation for myoma, castration has been 
practically given up. The operation' gave on the average 
6.7 per cent mortality. The tumors were lessened in size 
in 72 per cent, but grew again in 10 per cent of these. 
Castration itself Jiad a very bad influence' upon the mind 
and body of the patients. From a practical standpoint 
there is (no indication for castration in myoma. It might 
be considered if after opening the abdominal cavity, the 
tumor itself could not be removed, but even then it would 
be less effective than ligating the above mentioned arteries. 

Organotherapy for Myoma. Mammary substance, ac- 
cording to H. W. Crouse,^ is an agent of proved worth in 
the medicinal handling of uterine fibroids. The nearer 
the type of tumor approaches the pure myoma, the better 
the results in arresting the growth ; the more nearly the tu- 
mor assumes the fibromyomatous form, the more beneficial 
has the gland been in controlling the metrorrhagia. J. 
B. Shober is quoted to the effect that the mammary gland 
acts on uterine muscles, either primarily or through nerve 
supply, increasing contractile power, thus diminishing 
blood supply to endometrium and body of tumor. A let- 
ter is quoted from W. E. Pryor stating that he finds the 
mammary extract of distinct advantage in causing reduc- 
tion of the tumor mass, no matter how large it may be; 
provided the growth does not spring from the region of 
the cervix, is not retroperitoneal, and is not intraligament- 
ous. Pedunculated fibroids apparently are not influenced 

CL) American Journal of Obstetrics, September, 1902. 
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by the extract. The medical treatment has its happiest 
effect when preceded by curettage. A tablet of desic- 
cated mammary gland of the sheep is used, each tablet 
containing 2 grains of the desiccated powder, which repre- 
sents 20 grains of the fresh gland. One or two tablets 
at meal times should be taken for periods of weeks or 
months depending upon the nature of the case. 

Adrenalin for Metrorrhagia. For profuse hemorrhages 
arising from uterine polypi or myomata, T. B. Campbell^ 
recommends the use of adrenalin chlorid internally, 15 
drops t.i.d. This treatment has proved very satisfactory 
from the beginning, when other remedies had failed. 

Myoma in Pregnancy. The question of indications in 
cases of uterine myoma complicated with pregnancy 
was reported on at some length in our last Year Book of 
Gynecology. The question of operation and the tolerance 
of the pregnant uterus for the same has light thrown 
upon it by a very interesting case from the experience of 
L. Seeligmann.2 This writer discovered a good sized sub- 
mucous myoma in the uterus of a woman 34 years old who 
was about 4 weeks along in her sixth pregnancy. This 
grew rapidly as pregnancy advanced, bled freely and gave 
much pain. About the eighth week of pregnancy it was 
removed by morcellation and the uterus was tamponed 
for 5 days. The ovum which was attached to the oppo- 
site wall of the uterus now found room to grow, and went 
on to full term when a healthy child was spontaneously 
born. The puerperium was uneventful. Seeligmann sug- 
gests that if it is thus possible to operate within the 
uterine cavity without disturbing pregnancy, how much 
more likely it is that abdominal enucleation of subserous 
myomata, or that removal of adnexal tumors may be 
safely undertaken during pregnancy without causing pre- 
mature delivery. 

Myoma in Puerperium. The strangulation of utjerine 
myomata during puerperal involution is the subject of a 



0) Medical and Surgical Monitor. Indianapolis, Oct. 15, 19U2. 
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paper by E. Reynolds,* who reports 4 eases. The diag- 
nostic points are the following: 

1. The appearance in the early part of the puerperinm 
of severe, intermittent, paroxysmal pains bearing close 
resemblance to labor pains, and referred to a definite spot 
at which there is acute tenderness. 

2. The appearance, after a few hours of these pains, 
of the symptoms of a pelvic peritonitis, and often in an 
alarming degree. 

3. The detection on physical examination of an ir- 
regularity in the uterine wall at the tender spot, not neces- 
sarily of large size, and possibly to be made out only under 
anesthesia. 

The principles of treatment should be: 

1. The control of the pain by morphia, and if this is 
not promptly successful, by brief but profound anesthesia, 
which should be succeeded by relief, and should be re- 
peated whenever the pain reappears. 

2. If the preceding measures fail, and the patient is 
still in good operable condition, an immediate myomec- 
tomy is probably the best treatment. 

3. If the condition has remained undiagnosed until 
the peritoneal symptoms are extreme and an abdominal 
operation will probably involve a high mortality risk, and 
if in this case the tumor is in any way accessible from 
below, its free puncture and the drainage of the contained 
serum may probably be relied upon to terminate the at- 
tack, and permit a safe removal of the tumor at a later 
date, should that be necessary. 

Diagnosis of Carcinoma. Diagnosis of incipient car- 
cinoma of the endometrium is discussed by J. A. Schmitt.^ 
A blood}^, serous or sero-purulent discharge in a woman 
whose menstruation has ceased is the most important 
symptom we possess for this diagnosis. These symptoms of 
endometritis are caused by congestion of the mucous lining 
in and about the affected area. All the other signs are 



(1) Journal of the American Medical Association, March 8, 1902. 
(3) Medical Record. August 2. 1902. 
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SO indistinct as hardly to arouse suspicion and many of 
them do not appear until the growth has existed for a 
long time. Profuse bleeding is always unusual at an 
early stage. Pain, however, usually begins soon in these 
cases, but is varying in character, either continuous, dull, 
heavy, and probably due to the progressive destruction 
of the mucous membrane and uterine wall, the nerves of 
which are irritated and gradually mortified; or it may be 
spasmodic, labor-like, and apparently attributable to the 
attempt of the uterus to expel the new growth or particles 
of it. Both varieties of pain are not infrequently de- 
scribed by the patient as backache, and it is well to re- 
member that painful sensations, though having their 
source within the uterus, are often referred to some other 
region, preferably to the back. 

The size of the uterus is a somewhat definite sign, the 
rapidity of its growth depends upon the histologic char- 
acter of the neoplasm. The discovery of an abnormally 
large uterus after the menopause, with ever so slight a 
discharge, is extremely suggestive. Yet on the other 
hand, in incipient cases, we can hardly expect an en- 
larged uterus. Indeed we are sometimes surprised at the 
small size of the organ when there is already advanced 
destruction of the endometrium. 

Fetid discharge and the cachectic appearance of the pa- 
tient would be more valuable signs, if they did not occur 
so late in the disease. A well preserved cervix will often 
prove an effective barrier against intruding germs and so 
the discharge may exist a long time without becoming 
odorous. 

For the final and exact diagnosis of the case, Schmitt 
insists on the value of digital exploration of the en- 
dometrium. This will at times reveal the existence of a 
submucous myoma or a small polypus, which may have 
been discovered neither by the sound nor microscopic ex- 
amination of curettings. For this purpose the finger 
must be introduced through a cervix widely enough di- 
lated so that the finger is not constricted. This may be 
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accomplished by the introduction, 24 hours before 
examination, of a laminaria tent the size of the little finger 
or, better, by cutting through the posterior cervical wall 
up to the internal os. The advantage of thus doing the 
entire procedure at one sitting compensates for the trouble 
of having to subsequently repair the cervical wall. 

Prophylaxis of Cancer. Some general but very prac- 
tical points on the prophylaxis and treatment of carci- 
noma of the uterus are touched upon by A. L. Smith.^ 
First mentioning that the prevention and cure of cancer 
offers the greatest field for our energies, excepting tubercu- 
losis, of all the subjects in medicine and surgery, he states 
that the first thing to do is to abolish laceratioix of the 
cervix — this will be saving women from death by cancer 
before they get the disease. Thus the preventive treat- 
ment of cancer begins at the first confinement. Give na- 
ture time to complete the first stage of labor absolutely 
without interference, unless it be to check its rapidity by 
the judicious use of opium so that the pains will be less 
frequent and less violent. Among the hundreds of lacer- 
ated cervices Smith has repaired, many had had the for- 
ceps applied early in labor without the shadow of an 
excuse. He cites Emmet as stating that he has never met 
with a cancer of the cervix where there was not a previous 
laceration, for even in a virgin with epithelioma of the 
cervix it was found on investigation that divulsion of the 
cervix had been performed many years before. Smith be- 
lieves that recognition and repair of lacerations of the 
cervix stand in direct relation to decrease of cervical car- 
cinoma. In Germany cancer of the uterus is said to be 
increasing rapidly. It is Smithes impression from visits 
to that country that German physicians have thought lit- 
tle of the importance of cervical lacerations. In the 
United States and Canada there has been much more at- 
tention to cervical traumatism, and here cancer is on the 
decrease. Smith's own experience is that while 10 or 15 
years ago a case of cancer of the uterus presented itself 

(1) American Journal of Obstetrics, August, 1902. 
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almost every week, at the present time while he is looking 
even more carefully for the disease and has larger num- 
bers of patients to examine, he does not find carcinoma 
of the uterus oftener than once in 2 or 3 months. He 
attributes this to the fact that in the past he has ampu- 
tated or repaired every cervix sufficiently lacerated to have 
eversion of the lips and consequent ulceration and scar 
tissue. Men who send him cases have also realized the 
importance of this plan. On this point there is one 
fallacy which ought to be corrected, and that is that 
women under 45 run no danger of cancerous growth arising 
from a lacerated cervix. Smith has seen several such 
cases die under 30 years of age. 

In the question of operation for cancer Smith earnestly 
advocates the most thorough procedure, consisting at least 
of total hysterectomy, and he insists on the advisability of 
the earliest possible operation where there is discovery of 
any findings that justify a strong suspicion of cancer. 

Lymph Glands and Carcinoma. An extensive survey of 
the literature on the relation of the lymph glands to 
uterine cancer is presented by G. Gellhorn.^ The paper 
contains a large number of details of interest to the spe- 
cial student of the question. Conclusions arrived at are: 

(1) There is a remarkable anatomic inconstancy of the 
pelvic lymphatic system even under normal conditions. 

(2) Though the principal extension of carcinoma takes 
place by way of the lymphatic system, yet the involve- 
ment of the l>Tnph glands is not necessarily the next 
in sequence. ( 3 ) Cancer of the vaginal portion of the cer- 
vix tends to spread to the vagina or to the paravaginal 
tissue, whence by continuity it invades the pelvic connec- 
tive tissue. Extension upward to the uterus or outward 
to adjacent organs is rare. Extension to the lymph 
glands may take place. (4) Cancer of the cervix (adeno- 
carcinoma) usually extends directly outward through the 
walls of the cervix, or upward into the body, but rarely 
downward toward the vagina. The pelvic glands become 

(1) American Gynecology, November, 1902. 
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involved earlier and more frequently than in cancer of the 
vaginal portion. (5) In cancer of the corpus the ten- 
dency of the growth is to remain confined to the uterine 
cavity and but slowly penetrate its walls. The whole or- 
gan may be degenerated and yet show no evidence of 
metastases or of extension of disease beyond its limits. 
(6) Carcinomatous degeneration produces in the major- 
ity of cases a marked change in the macroscopic aspect 
of the glands. They are distinguished by their size and 
hardness. A precancerous swelling of the glands may be 
considered an indispensable condition of their enlarge- 
ment. (7) In about one-third of all cases of uterine 
cancer involvement of the regional glands of the pelvis 
takes place. This, as a rule, occurs but very seldom in the 
incipient stages of the disease ; it occurs usually when the 
primary cancer has more or less advanced and extended 
into the parametria or other adjacent structures. (8) 
After the old methods of operation recurrence takes place 
in four-fifths of all cases in or near the cicatrix in the 
vagina, while it occurs in only one-fifth in the glands. 
(9) Eemembering the early metastasis to the axillary 
glands in cancer of the breast, it may be asked, Why are 
not the iliac glands soon involved in cancer of the cervix ? 
In answer Cullen points out that in the breast thel lym- 
phatics are very abundant and active while the carcinoma 
cells are frequently small and so may be easily swept on 
to the glands. In the uterus, however, the carcinoma 
cells are much larger, too large, probably, to enter the 
lymph radicles. The growth must extend beyond the 
uterus and break into a large lymph channel before the 
cells can reach a lymph gland. (10) Abdominal radical 
operation with removal of the pelvic glands strives to 
lessen the high percentage of recurrences, but so far has 
not been able to do so. This inability mainly depends on, 
anatomic and technical difficulties in ablation of the 
pelvic glands. (11) In a large number of cases this 
radical procedure, with its great and manifold dangers; 
has been found to be unnecessary as there were no dis- 
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eased glands anywhere in the pelvis. (12) The primary 
mortality of the radical operation is not yet to be held 
up as reason for final rejection, because the lack of suc- 
cess may be due to unfamiliarity with the technic, which 
possibly may be gradually improved. The work of some 
operators shows a lessened mortality in later series. 

These conclusions, Gellhorn acknowledges, are not to be 
regarded as hard and fast. We have yet to learn in what 
percentage and how early lymphatic gland involvement 
takes place in uterine cancer as well as what forms of 
uterine carcinoma chiefly lead to gland involvement and 
which glands are most frequently involved. While these 
questions are being decided there is no reason for per- 
forming the abdominal radical operation as a routine 
measure. 

Operation for Cancer. Although during the year there 
has been no scarcity of writings upon operative treatment 
of uterine carcinoma, there is nothing new of importance 
to add to what we reported last year upon the subject. 
Among a series of papers upon cancer of the uterus, W. 
L. Burrage^ read one upon the present status of opera- 
tive treatment. 

At the outset of any such discussion, the author says, 
we must acknowledge that at the present time we still 
know nothing in regard to the actual etiology of the dis- 
ease. Authorities agree that the cervix is more com- 
monly affected than the corpus, and that cervical cancer 
is most often met with in multiparous women between 
the ages of 40 and 50; that cancer of the body, on the 
other hand, is commonest among nulliparae between the 
ages of 50 and 60. Little stress nowadays is laid upon 
heredity. At most it does not play a part in more than 
8 per cent of the cases. The younger the patient the 
more unfavorable the prognosis. After the menopause 
the disease grows more slowly than during the time of 
menstrual activity. 

The 3 chief divisions of uterine cancer are : 
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(1) Squamous-cell carcinoma of the cervix, originating 
in the epithelium of the vaginal portion of the cervix, 
(2) adenocarcinoma of the cervix, originating in the en- 
dometrium of the cervical canal, and (3) adenocarcinoma 
of the body and fundus of the uterus, originating in the 
endometrium of the body and fundus. 

Squamous-cell carcinoma of the cervix is by far the 
most common form of uterine cancer. It is comparatively 
easy of diagnosis upon examination of the patient be- 
cause the tissues affected can be seen and they are friable 
and bleed easily. Adenocarcinoma of the cervix, on the 
contrary, starts in the cervical canal, cannot be seen, the 
tissues do not break down easily, and the disease pro- 
gresses rapidly into the broad ligaments and probably to 
the lymph glands. The squamous-cell growth, on the 
other hand, grows upward into the uterine tissues and out 
onto the vagina, involving the broad ligaments and lymph 
glands much later than does the cancer which starts in 
the glandular tissue of the cervical canal. 

Burrage has gathered statistics for the various opera- 
tions with the following results: The vaginal operation 
in the hands of the best men is followed by immediate 
healing of the wounds in about 32 per cent; there is no 
recurrence for 5 years in 8 per cent. Only about 30 per 
cent of the cases presenting themselves are considered 
operable. 

For the radical abdominal operation of Rumpf-Eies- 
Clark there is no final word yet to be said. The immediate 
mortality averages about 20 per cent. Kelly and Cullen 
have given up the radical operation because of their belief 
that the glands are not involved in the operable cases. 

Burrage gives his conclusions as follows: 

(1) Absolute cure of cancer of the uterus by opera- 
tion is rare. By the best methods of operating thus far 
produced, a small proportion (5 per cent to 10 per cent) 
of cases are well five years after operation, and a smaller 
proportion ten years after. 

(2) The results of operations for cancer of the body 
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are much more favorable than those for cancer of the 
cervix. 

(3) All cases of uterine cancer, except those advanced 
cases which have developed vesicovaginal or rectovaginal 
fistula, should be operated on, if not with the prospect of 
eflEecting absolute cure, to prolong life and relieve suffer- 
ing. 

(4) In the early cases of cancer where the disease, as 
far as can be determined, has not gone outside the uterus 
and the patient is in good condition the best operation is 
the abdominal operation of Werder, because operating in 
this way the operator is able to form a judgment as to 
the condition of the broad ligaments, ovaries and tubes 
and pelvic lymph glands by sight and touch, and the dan- 
ger of implanting carcinomatous tissue is reduced to a 
minimum. 

(5) In the advanced cases where the disease has gom; 
outside the uterus, in those patients who are in too poor 
condition to withstand an abdominal operation, and in 
very stout patients, vaginal hysterectomy or curetting and 
cautery are to be chosen. 

The Werder operation, now much used, has for its object 
the avoidance of carrying sepsis into the abdominal cavity 
and also doing away with the danger of inoculating 
healthy tissues with cancer. The steps as given by Cullen 
are as follows: (1) Eemoval of broken-down carcino- 
matous cervical tissue, preferably a few days before; (2) 
insertion of ureteral bougies, if desired; (3) ligation of 
the ovarian vessels and round ligaments; (4) freeing 
of the bladder from the uterus and broad ligaments; 
(5) opening of the broad ligament*!, locating and freeing 
of the ureters to the points at which they enter the blad- 
der; (6) ligation of the uterine vessels near their points 
of origin; (7) dissection of the bladder free from the 
vaginal vault; (8) dissection of the rectum from the 
vaginal vault; (9) removal of the pelvic lymph glands; 
(10) freeing of the vaginal fomices; (11) closure of the 
pelvic cavity by uniting the vesical peritoneum with that 
of the rectum, an assistant meanwhile making strong 
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traction on the cervix from below; (12) elosore of the 
abdomen; (13) ringing of the yaginal vault with a ther- 
mocautery or knife, thus freeing the uterus and its 
surrounding vaginal mucosa; (14) application of a light 
gauze pack to the space left in the vaginal vault. 

Extraperitoneal Hysterectomy. The method of shut- 
ting off the general abdominal cavity during hysterectomy, 
which was introduced by Mackenrodt and described in 
our last Year Book of Gynecology- has been effectively 
modified by W. Poten.* Mackenrodt made a- broad, trans- 
verse, suprapubic incision down to the peritoneum which 
was also opened transversely immediately above the blad- 
der. Poten recognizes the great weakness of the abdom- 
inal wall, which must ensue after this wide division of the 
recti, and proposes instead that the operator make the 
usual median, longitudinal incision until the peritoneum 
is reached, and then the peritoneum, being separated as 
it may readily be from the overlying tissues, is incised 
transversely just above the bladder. The patient being 
placed in a high Trendelenburg position, the intestines 
slip upward and the upper flap of the peritoneum is 
sutured to the posterior pelvic wall and the rectum. Work 
in the peritoneal cavity is thus made, as Mackenrodt called 
it, extraperitoneal. By this method the intestines are saved 
from much manipulation with sponges, w'hich does away 
with a. certain amount of traumatism ; they are also saved 
from much exposure to the air. The method is suitable 
not only to the extirpation of the carcinomatous uterus 
for which it was originally designed, but is also very suit- 
able for all abdominal operations where there is danger of 
peritonitis. 

Badical Operation. Experiences with operation for can- 
cer of the uterus are reported by Doderlein^ from the 
Tiibingen clinic. The results of vaginal hysterectomy 
have been altogether unsatisfactory. In 141 cases of total 
extirpation the mortality was 16 per cent. Of the surviv- 
ing cases, 62 per cent have already had recurrences. Up 



(1) CeDtralbl&tt fflr Gynakologie, 1902, No. 28. 
(2) Centralhlatt ftir GynftKologle, 1^02, "No. ^. 
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to 1902 Doderlein had tried the ahdominal route in 8 
eases with still more unfavorable results. Three of the 
patients died from the operation itself. Then he paid a 
visit to Wertheim and learned his technic modifying the 
original Freund operation and since has employed it him- 
self. By this method Doderiein regards a larger number 
of the cases as operable. He has performed the operation 
up to June, 1902, on 26 cases with only 4 deaths from the 
operation, although some of the patients were far gone with 
the disease. Two died later from exhaustion. While this 
is a high mortality, still Doderlein thinks it need not be m 
great with improved skilL In 8 of the 2G operations, it 
did not appear to be necessary to extirpate the glan^ls. 
Among the 18 cases in which they were removed Ijecaus*,' 
of enlargement and hardness, in only 7 ca^^ were tlie 
glands found to be cancerous, but in each of th<^fse cam* 
the glands removed were so located anatomically tliat tli^^y 
could not have been removed by the vaginal ronUt, One 
of the principal features of Wertheim's iachnut i» the* laying 
free of the ureters at the very beginning of the OfXjratiorj 
so that the extensive dissecting out of Xhfi pararri'dritic 
tissue will not endanger them as it doen hy any (iiOiiHr 
method. 

[The immediate mortality from the n^M^Whi radical of^ 
eration for uterine carcinoma i« said to U*. at U^mi W fM^r 
cent. The mortality for the simpk; vaginal oj^frntiori k 
almost nothing. A comparisfm of tine n^fK/t/^ n'>M\U. of 
the two operations does not fhow a ir^^^Senu ivnu tuor- 
tality after the radical operation anything lik^; ^Mnu-Wut i/t 
balance the immediate <fengien? of it, Tt¥?ff?fof<? tlj<r ratW- 
cal operation fails io fulfil the enlhuiiia^tj/; cbiw)*? oi it- 
advocates. — Ed.] 

Technic of Vaginal Hyttereetinitj. 'Hi'? f'y)low;ii/ >^'ri<v 
of six plates is taken from tlK^ third t^W/m of J><j'Jl< y% 
Principles and Practice of Qrnf^f fW/y.^ TJm'v wrv* t/y jj 
lustrate the operation of vagi r*;* J h'.>t/'r<^rtof/r/, 'iU^^ i'm^ 
five plates lead up to the ^ixth. wh^h >fjow* a fi/fw /n^-^UM 
of treating the i?tumpc of th^r br^iad i//>u>i'tv^A. 

a) Leti Brothen A Co,, PUla4^|*Uk. XiHt. 
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Explanation of Plate I. 

A, Vaginal hysterectomy. The patient in the dorsal posi- 
tion. 

The vagina and cervix uteri are exposed by retractors in 
the hands of assistants. 

The OS uteri externum has been closed by a continuous 
suture, to protect the operation wound and the peritoneum 
from the uterine secretions. 

The cervix uteri has been seized by strong flat vulsellum 
forceps in the left hand of the operator and drawn strongly 
down toward the vulva. 

The operator, with scissors in his right hand, is making 
a free incision through the mucosa all around the cervix uteri 
in the line of the utero-vaginal attachment. The black and 
white dotted lines indicate the direction of the incision. 

The bleeding points are secured by fine catgut ligatures 
— ^not shown. 

B. The mucosa all around the uterus has been divided 
by scissors. While strong traction is being made on the 
uterus by the forceps in the right hand of the operator, the 
left index finger is used to strip back the circumuterine tissue 
all around the cervix. The stripping process is continued un- 
til it has exposed a zone of raw tissue an inch or more wide, 
when the utero-peritoneal reflexion will be recognized by the 
loose, thin, membranous character of the tissue, and by the 
fact that under the flnger it slips over the adjacent peritoneal 
covering of the uterus. 

Explanation of Plate II. 

Vaginal hysterectomy. The patient in the dorsal position. 

The vagina and cervix uteri are exposed by retractors in 
the hands of assistants. 

The OS uteri externum has been closed by a continuous 
suture to protect the operation wound and the peritoneum 
from the uterine secretions. 

The cervix uteri has been seized by strong flat vulsellum 
forceps in the left hand of the operator and drawn strongly 
down toward the vulva. 

A. The circumuterine structures have been stripped down 
to the utero-peritoneal fold, as shown in Plate I.; the operat- 
or seizes this fold posterior to the uterus with a hemostatic 
forceps in the left hand, and with scissors in the right hand 
cuts through into the cul-de-sac of Douglas. 

B. The operator, with the index fingers inserted into the 
cul-de-sac of Douglas through the opening shown in A, is tear- 
ing laterally to the region of the broad ligaments. 

A similar incision is then made into the pelvic cavity 
anterior to the uterus, and enlarged by lateral tearing to the 
region of the broad ligaments in the manner described above, 
so that the uterus is attached to its surroundings by only the 
broad ligaments. 
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' Explanation of Plate III. 

Vaginal hysterectomy. The patient in the dorsal position. 

The vagina and cervix uteri are exposed by retractors in 
*the hands of assistants. 

The OS uteri externum has -been closed by a continuous 
suture to protect the operation wound and the peritoneum 
from. the uterine secretions. 

The cervix uteri has been seized by strong flat vtilsellum 
forceps in the left hand of the operator- and drawn stronjgly 
down toward the vulva. 

The uterus has been freed from its surroundings anter- 
iorly and posteriorly as described in Plates. I., and > 1 1. 

A. While the uterus is drawn strongly downward and to 
one side with vulsellum forceps in the hand of an assistant, the 
operator introduces the left index finger through the posterior 
vaginal opening in the cul-de-sac of Douglas and brings the 
finger-tip out into the vagina through the anterior opening, 
so as to hook it over the left broad ligament; the ligament 
thus held on the finger is transfixed at two points by a 
;threaded needle passed blunt end first. A needle passed in 
ithis manner is a convenient substitute for the needle with 
^he ^ye in the point shown in D. 

B. The needle has been drawn through the broad liga- 
onent, leaving the ligature in place ready to be tied. 

■r -C. The ligature has been tightly tied and is being secured 
against possible slipping by an additional stitch on the prox- 
amal side of it; the entire ligature when tied is shown in 
Plate IV, A. Observe that the ligature does not compress 
the entire ligament, but leaves out a margin on the upper and 
lower border, so that collateral circulation may continue to 
supply and keep alive the distal portion of the stump; this 
prevents gangrene and sloughing of the stump, and is. there- 
fore, a very essential feature of the operation, 

D shows the form of needle in general use for ligature 
Of the broad ligament. The device of an ordinary needle 
passed by a needle-forceps, blunt end first, . is more simple, 
and because any size, curve, or form of needle may be used 
at a constantly varying angle to the forceps, is more practical. 

Explanation of Plate lY. 

Vaginal hysterectomy. The patient in the dorsal position. 

■ The vagina and cervix uteri are exposed by retractors in 
the hands at assistants. 
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The 08 uteri externum has been closed by a continuous 
suture to protect the operation wound and the peritoneum 
from the uterine secretions. 

A, The cervix uteri is drawn strongly downward and to 
one side by vulsellum forceps in the hand of an assistant; the 
left broad ligament having been ligatured en masse as shown 
in Plate III., is exposed by the operator's left index finger 
and is cut from the uterus about one-half inch from the 
ligature with scissors in the operator's right hand. 

B. The uterus having been freed from its attachment 
anteriorly, posteriorly, and on the left, is drawn outside, and 
the corpus is seized with another pair of forceps; these 
forceps, together with those on the cervix, are placed in the 
hand of an assistant, who makes traction on them, thus pull- 
ing the doubled uterus strongly downward and to one side, 
while the operator ligatures en masse and severs the right 
broad ligament in a manner precisely similar to that already 
described for tying and cutting the left; the uterus having 
thus been removed, the vaginal wound is closed by inter- 
rupted or running catgut sutures, as shown in Plate VI. 
These sutures may secure both the peritoneal and vaginal 
margins of the wound or only the peritoneal margins; in 
either case they should so include the ligatured stumps of 
the broad ligaments as to fix them in the wound where they 
may give normal support to the rectum, vagina, and bladder. 
If drainage is required, the wound should be left partially 
or wholly open for that purpose. The central third of the 
wound, if not sutured, will usually suffice for drainage. The 
gauze drain is commonly preferred. 



Explanation of Plate V, 

In the majority of cases it is impractical to include the 
entire broad ligament in a single ligature, and it is there- 
fore necessary to tie it in parts; this is called progressive 
ligature of the broad ligament. 

A shows the broad ligament being progressively tied from 
the lower to the upper margin; the first ligature is being 
introduced on the lower margin. As each ligature is intro- 
duced the ligatured portion is cut until the entire ligament is 
severed from the uterus. 

B. In some cases the ligament is too inaccessible for 
progressive ligature from the lower to the upper margin; then 
the corpus uteri may be delivered through the anterior vaginal 
wound and drawn by strong forceps to the vulva, so as to 
twist the ligament on itself and thereby reduce the size of 
it and render it accessible for progressive ligature from the 
upper to the lower border; the beginning of such a ligature 
Is here sbown. 
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C. In some cases the ligaments are inaccessible for lig- 
ature in the manners descrioed under A and B, The uterus 
may then be seized by two strong forceps, one on either side 
of the cervix, drawn strongly toward the vulva, bisected 
with scissors in the median line of the longitudinal axis, 
and each half drawn outside; the ligaments may then be 
ligatured and the uterus thus removed in two parts. 



Explanation of Plate YI, 

In most cases the ligatured stumps of the broad liga- 
ments can be drawn down into the vagina. In such cases 
the usual method has been to fasten them by sutures at 
each end of the closed vaginal wound, in such a way that 
the ligatured stumps shall be in the vagina below the level 
of the vaginal wound. The ligatures are applied by many 
operators en masse around the entire ligaments in such a 
way that the ligatured portion will slough. It is, however, 
better to apply the ligatures so that no sloughing can occur; 
that is, to let the ligatures include only that portion of the 
ligament through which the arteries pass. This plate shows 
a very practical method of treating the ligatured ends of the 
broad ligaments in such a manner as to avoid sloughing 
of the ligatured stumps and to fix them in the vaginal wound. 
The method here illustrated is applicable only to those cases 
in which the ligaments are sufficiently long to permit either 
end-to-end approximation or the folding of one upon the 
other and the fixation of them in the vaginal wound between 
the vaginal and peritoneal sides of it. 

A. The ligaments having been ligatured en masse in such 
a manner as to avoid sloughing of the ligatured stumps, 
are drawn down into tthe vagina by means of pressure-for- 
ceps. The anterior peritoneal margin of the vaginal wound 
is being united to the posterior margin by a continuous cat- 
gut suture. At both ends of the line of union this con^ 
tinuous suture secures the broad ligaments, so that they 
cannot slip back into the pelvic cavity. Only one ligature 
is here shown on each broad ligament. In the majority of 
cases more than one ligature may be required. 

B. The anterior and posterior peritoneal margins hav- 
ing been united, as shown in A, the broad ligaments are 
brought together by end-to-end approximation and united by 
a continuous catgut suture. The united ends of the broad 
ligaments are now in contact with, and in front of, the 
united peritoneal margins, as shown in A. 

C. The anterior and posterior margins of the peritoneal 
wound have been united and the broad ligaments have been 
approximated end-to-end by continuous sutures, as shown in 
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D Iz. Kn* :a^.** •±.* iroLf ligL^T^iis tr? so Loc« that 
iur/oA 'A '.z.r^z.z -JL^zi. T^l-::-=:.i ti*T njj- :^ foiled one 
x,'^.!. ti* v:i.^r ir.1 *: li=:.t-'ri -.:.r=--Jirr Tr-r *=.ier:or mad 
^/irjzT.'^T ZfrrrjLz.^. =.irziz^ LiT* i^*rz. -zzsr^t iz. precisely 

J?- Tt* ar:t*rior ar.^ -•:'5:*r:rr p?r:':-'--5a: riargms of the 
m^izjtl wo"ii.i Lar*^ leer. Tirj:?-! ":j i innsrerse line of 
uz,:^.z,, as sLoTi. ii. A azi O. Ti.r rzls of lie bxxMul lism- 
EL^L'-s Lave oeen folir-i --■:- tlr^^elvr*. ani are t*:iig nnited 
by a coi.::n-o-i5 c:a^2--": 5:::ure alizz lir lower torders of 
them. A E;n::lar sutur-r is 10 t-r izirc-luce^i along the apper 
bor«ierH. TLe ligameL-ts Lavinz lius terL. uniied, are to be 
cover<rd by un'on o' tte "p;>rr and lower margms of the 
vaglz^l mucosa, a^ sLown :n C. 

The method of fixing the ends of the broad ligaments 
between the peritoneal and vaginal sides of the wound will 
be found, when practical, to have great value, for the liga- 
ments BO fixed can then perform the important function of 
holding the pelvic viscera high up in the pelvis and of pre- 
venting prolapse of the pelvic floor « rectum, vagina, and 
bladder), a not uncommon and most unfortunate result of 
vaginal hysterectomy when performed by the older methods. 

In vaginal hysterectomy for carcinoma the broad liga- 
ments will frequently be suflSciently long to permit end-to- 
end approximation, but they will not, in most cases, permit 
overlapping, as illustrated in D and E, The method of over- 
lapping the ligaments, however, will always be possible in 
the operation of vaginal hysterectomy when performed for 
complete procidentia uteri, and is strongly urged in that 
class of cases; when the ligaments are not sufficiently long 
for end-to-end approximation, they may be fixed in the vaginal 
wound, as described in the text, or if not sufficiently long 
for this, may have to be returned to the pelvic cavity. 

Observo In E and D the Isolated ligature of the arteries. 
This form of ligature will usually be quite practical except 
for very short and very large ligaments, and when practical, 
should always be employed, because it insures normal circu- 
lation in the stumps and is an absolute safeguard against 
sloughing. It should, however, be remembered that in hys- 
tnroctomy for cancer there is a decided advantage in remov- 
ing as much of the ligament as possible; hence, the ligature 
en maasc in such cases may be preferable. 



TUMORS OF tJTERUS. 



165 




PLATE \. 



dl^BH^ 



166 TUMORS. 

Inoperable Carcinoma. The treatment of inoperable 
cancer of the uterus by methylene blue is reported on by 
Cucca and Ungaro,' who have treated a series of cases by 
this method. They used the following formula: Methy- 
lene blue, 6 ; 90 per cent alcohol and glycerin, of each, 12 ; 
of water 200 parts. After amputation of the cervix or 
curetting, the solution, weakened as necessary, is used for 
vaginal and intrauterine irrigation and is brought in con- 
tact with the diseased surfaces by cotton tampons. Out> 
side of this treatment the patients received subcutaneous 
injections of arsenical solutions. The results were very 
good. The methylene blue stopped the bleeding and the 
discharge, and so lessened the pain that morphin could be 
dispensed with. The progress of the disease was notably 
rendered less rapid — the medicament advocated being quite 
uninjurious. The patients were rendered free from com- 
plaint for months, one as long as 3 years by this treatment. 

For the palliative treatment of uterine carcinoma 
Kronig2 recommends bilateral ligation of the hypogastric- 
and ovarian arteries. In 3 cases of inoperable cancer this 
author has had good temporary results from this procedure. 
The abdominal cavity need l)e open for only a few minutes ; 
there is very little bleeding in the operation and the pa- 
tient is able to be about in 8 days afterwards. The hypo- 
gastric artery is best ligated where it is given off from 
the common iliac, and the ovarian artery just as it enters 
the broad ligament. The artery of the round ligament 
may also be ligated to prevent the establishment of col- 
lateral circulation. In all 3 cases bleeding from the 
tumor promptly stopped. The odorous discharge also 
ceased for a time. 

Cancroin. The use of cancroin in the treatment of uter- 
ine cancer is reported on by A. Adamkiewicz.^ He cites 
an inoperable case which had been diagnosed by the bett 
authorities in Vienna as hopeless, jn which the patient 
was induced to thoroughly submit to his injection treat- 

m Abstract, Centralblatt fiir GyraVoloeie, 1902, No. 22. 
(2) Centralblatt ftir GynaVologie, 19C2, No. 41. 
(3) Lancet, February 1, 1902, 
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ment. Inside of a few weeks there was a tremendous im- 
provement, so that the patient was able to get about, and 
by examination the tumor was found to have almost dis- 
appeared. Through unfortunate circumstances the injec- 
tions were discontinued and the tumor began to grow 
rapidly again. A second course of treatment again im- 
proved the patient, so that at the time of writing she was 
quite well. The author insists upon the absolute neces- 
sity for following his entire regime in order that the cure 
may be effected. 

X-ray for Cancer. A deciding word upon the very in- 
teresting topic of the treatment of cancer of the uterus 
by the X-rays has not yet been said, since the time of its 
first use for this purpose is so recent. However, there 
have been some preliminary reports of cases. M. A. 
Cleaves^ gives an account of a case which before treatment 
had been diagnosed by H. C. Coe as cervical cancer with 
infiltration of the anterior and posterior vaginal walls and 
of the broad ligaments. It was agreed to be an inoperable 
tumor. The patient at the time of writing had been under 
care for 5 months, during which time 50 X-ray treatments 
had been given. The applications were not made at regu- 
lar intervals, but according to the conditions of reaction, 
from 1 to 3 times a week. There has been steady im- 
provement of the patient, who feels at present as though 
there were nothing wrong with her. The tissues formerly 
affected have lost to touch their feeling of infiltration. 
The technic of the X-ray application is as follows : 
Tube enclosed in a box, painted on its interior with 
many coats of white-lead paint, with an opening for the 
ray through a series of diaphragms of various diameters, 
and arranged with a sliding door in the event of having 
to reverse the position of the tube because of change of 
polarity of the static machine with which the tube was 
energized. Patient placed upon the operating table in 
dorsal position, an ordinary bivalve speculum introduced, 
and a sheet, 12x18 inches, of tin, with an opening the size 

(1) Medical Record, December 13, 1902. 
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of the external part of the speculum, placed over the parts, 
to shield them from the action of the ray. The buttocks 
were brought to the extreme end of the table, which was 
placed within six inches from the opening in the tube- 
box, and the tube adjusted so that the point of the greatest 
energy of the rays was directly over the opening in the box, 
and that, in turn, adjusted so as to bring the opening 
directly opposite the speculum. An exposure, ten 
minutes in duration, was made. 

Later CaldwelFs tube for throat work was used by 
Cleaves with very good results to the vaginal wall. 

The writer says the case is not reported as one of cure, 
but to demonstrate what has been done in a desperate 
condition. It is only fair to say that the author used 
many applications of the ultra violet rays from the arc 
light in this case and attributes her success to the com- 
bined treatment. 

Cleaves cites the reports of four other writers which state 
that the use of the X-ray in a few cases caused marked 
amelioration of the condition. But in many instances 
severe cases pursued their course unaffected. 

[In the use of the X-rays for treatment of cancer of the 
uterus, encouragement only has been reported, no 
cures. — Ed.] 



170 TRAUMATISMS. 

PABT IV. 
TBAXTHATISHS. 

Vulvar Hypertrophies. 

Belation to Masturbation. The presence and meaning 
of certain hypertrophies about the vulva are little recog- 
nized by gynecologists as well as by the general medical 
profession, according to E. L. Dickinson.^ Yet these 
changes are so frequent, so important for proper diagnosis 
of the case, and are so readily recognizable that they ap- 
pear worthy of careful attention. The work of the author 
is very detailed and is based upon a series of observations 
upon 427 cases which exhibited the various hypertrophies. 

"The type, or full development, of the deformity con- 
sists in a finely wrinkled and deeply pigmented enlarge- 
ment of the labia minora and hypertrophy of some ad- 
jacent structures. Thickened, elongated, curled on them- 
selves, thrown into tiny, close-set, irregular folds that cross 
at all angles, as in a cock's comb, the lesser labia protrude 
in all positions through the larger labia. The pigment 
deposit varies with the general type of coloring. One 
labium is sometimes greater than its fellow. The follicles 
are often conspicuous as whitish spots. The prepuce com- 
monly, and the fourchette occasionally, participate in the 
corrugation and duskiness or one of these alone may be 
affected. At times a wrinkled band runs off to the labium 
majus. Certain veins near the clitoris stand out. At the 
mouth of each urethral gland a flap-like protrusion may 
be seen. Greater power and size of the muscles of the 
pelvic floor accompany the other hypertrophies. Dis- 
tinctive increase in the size of the clitoris may be present, 
but, contrary to the general belief, it is infrequent. There 

(1) Aioerican Gynecology, September, 1902. 
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may be seen enlargement and changes in the areolae or in 
the breasts, resembling those of. pregnancy. 

^^At a later stage, flabbiness of the labia minora or pig- 
ment spots denote atrophy of the structures once enlarged, 
but the hall-marks never disappear. Some part or the 
whole of these alterations occur in about one-third of those 
women who suffer from pelvic disorders. One-fourth of 
the patients presenting hypertrophies belong in the neuro- 
pathic class. 

"These alterations are due to oft repeated, prolonged 
sexual excitation, irrespective of coitus or gestation. Pres- 
sure or friction causes them. Pregnancy produces increase 
in size and some surface irregularity but never the fully 
developed changes here specified. 

"Extreme elasticity or relaxation of the vaginal outlet 
and hypertrophic enlargement of the vagina belong not to 
vulvar but to vaginal excitation. They occur in the latter 
cases only one-tenth as often as the external manifesta- 
tions. The most striking cases show, among women who 
have never borne children, with a hymen to all appearance 
virgin, a distensibility which admits four fingers or the 
hand without discomfort. 

"The physiological increase in the power and in the 
yielding capacity of the pelvic floor due to both forms of 
massage has no important bearing on the expulsion stage 
of labor, for in well-handled cases no tear will occur. Ex- 
cesses aggravate or produce neurasthenic conditions and 
pelvic congestions. Moderate indulgence seems to do lit- 
tle physical harm." 

The frequency of these labial hypertrophies among 
women is, of course, not known. Dickinson found 361 
cases among 1,000 consecutive gynecologic patients, and 
this proportion does not include the doubtful or slightly 
marked cases. If the neurasthenic gynecologic cases are 
put in a class by themselves, the proportion of hyper- 
trophies goes much higher. The proof that all much-en- 
larged, deeply wrinkled nymphfe are the result of number- 
less congestions or triactions rests upon the ascL^^*^^^^ 
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•histories. Notwithstanding the difficulties of the subject 
and the many denials, which one would naturally expect, 
Dickinson gained in 30 per cent of his cases a full ad- 
mission of the facts. This percentage he considers large 
enough to thoroughly establish the fact of causal rela- 
tionship between masturbation and hypertrophy of the 
vulva. 

"Under the following circumstances a diagnosis of 
masturbation may always be safely made, whether there be 
denial or not: 

"1. Whenever, in virgins or in women never pregnant, 
any portion of the labia minora (nympha, prepuce or four- 
chette) protudes through the vulvar cleft — particularly if 
that portion is distinctly wrinkled, thickened or pig- 
mented. 

"2. WTienever the wrinkling, thickening, pigmenta- 
tion and accessory labia, one or all, are definitely present 
in the absence of protrusion. 

"3. Whenever, in women who have borne children, the 
labia or any part of them present these characteristic fold- 
ings and enlargements. 

"4. Whenever, in the pregnant woman, the labial signs 
are notably present. Here, some previous observation is 
necessary to enable one to be certain." 

The ages at which the faulty habits begin is usually just 
after puberty. Exceptions are when the practice develops 
during a long engagement or in early widowhood. The 
vulvitis of infancy is an etiologic factor in the rare cases 
which begin in the first years of childhood. 

It is interesting to note the ailments for which Dickin- 
son^s 427 cases presented themselves. There was dysmenor- 
rhea in 50 per cent, leucorrhea in 24 per cent, bladder irri- 
tation in 17 per cent, menorrhagia in 9 per cent. There 
is no suggestion that these symptoms in very many of the 
cases were caused by the habits^ in question. Indeed in 
many instances such habits were affairs of years long past. 
It seems to Dickinson that endometritis, vaginal catarrh 
and trigonitis are the only pelvic diseases which can be 
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directly attributed to masturbation, and these only in cases 
of excessive indulgence. So far as neuroses are concerned 
Dickinson thinks that "either masturbation tells heavily 
on the nervous system or else the neurotic are erotic and 
the high-strung nervous system is particularly subject to 
the danger of sexual excess/^ One in every four of his 
cases showed signs of more or less grave nervous debility. 
The overmastering sexual feeling, nymphomania, which 
figures in every classical account of morbid sexual impulses 
in the female, Dickinson found but twice. 

The effect of these habits on f ruitf ulness was apparently 
inconsiderable. The effect upon labor Dickinson thinks is 
more definite. "Except in a woman who is a neurasthenic 
wreck and who suffers long labor through uterine inertia 
or who has a rigid cervix (chronic endometritis), the effect 
of self-massage of the pelvic floor on delivery is beneficial.'^ 
The effect on the normal sexual relation is pronounced, 
10 per cent of the married patients complained of complete 
apathy or downright disgust for the sexual act. 

Dickinson insists that in a very large propori:ion of the 
instances of masturbation, particularly among the intelli- 
gent classes, the matter is a physical rather than a sexual 
one. By this is meant that sensual images and desires are 
much less often associated with the practice in women than 
in men. 

Cystocele. 

New Operation. Writing on cystocele and its relief, B. 
C. Hirst^ states that injuries of the anterior vaginal wall 
are little understood and that there has been lack of an 
operation which will repair the injury done to that struc- 
ture during labor. Two traumatisms are inflicted in this 
region by the passage of the child's head : 1, the anterior 
vaginal wall, thrown into folds, is pushed downward and 
outward, and is torn loose from its underlying connections ; 
2, there is a laceration of the urogenital trigonum in the 
anterior sulci, just as the levator ani is torn in the poste- 

(1) American Journal of Obstetrics, June, WHL^ 



174 TRAUMATISMS. 

rior sulci. Since reading Waldeyer^s splendid work on 
pelvic anatomy Hirst has become convinced that the strong- 
est support of the anterior vaginal wall is the transverse 
muscle running from the junction of the ischium and 
pubis, across the lower anterior portion of the pelvic cavity, 
and actually inserted in the vaginal wall — the only muscle 
that is inserted in the vagina itself. This muscle runs 
across the anterior sulci of the vagina and is frequently 
torn through in labor. Hirst says that anyone by ex- 
amination can convince himself of the position of this 
strong muscle and of its very frequent injury, usually on 
the left side, during labor. For correction of the injury 
there must be union of the torn ends of the muscle in the 
sulci and correction of the sagging of the wall by removal 
of the redundant tissue and so re-establishment of the con- 
nection between the vaginal wall and underlying structures. 

The technic of the operation in denuding and suturing 
is precisely the same as in an Emmet perineorrhaphy. The 
left anterior vaginal sulcus is displayed and pulled outward 
for operation by bullet forceps making traction at each of 
the 3 angles of the sulcus. It is then marked out, de- 
nuded and sutured. The injury may be confined to the 
left side, the other sulcus may be repaired or not, accord- 
ing to indications. Then the usual operation for cystocele, 
the oval denudation, is performed before the sutures in the 
sulci are tied. Finally there should be, as in every opera- 
tion for cystocele, a repair of the posterior vaginal wall. 

Writing later Hirst^ mentions th^t further experience 
demonstrates two other advantages in the operation : 
1, a restoration of the muscle of the urogenital trigonum 
(Waldeyer), the homologue of the compressor urethrsB in 
the male, cures the distressing incontinence of urine which 
so frequently torments middle-aged women. Further, 2, 
the repair of the four vaginal sulci makes a much more 
perfect restoration of the vaginal introitus than can be 
secured in any other way. In the average case the oval 
denudation on the anterior wall may be omitted. 

(1) Amerlcsin Journal of Obstetrics, July, 1902, p. 85. 
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New Operation. An operation for cystocele is described 
by M. Chiaventona^ as the result of extensive studies on 
the cadaver and on animals. He has also successfully per- 
formed it on patients. Briefly described the technic is: 
1. Laparotomy. 2. Incision of the utero-vesical peri- 
toneum and exposure of the base of the bladder as far as 
the interureteric ligament. 3. Suture of the base of the 
bladder to the anterior wall of the uterus. 4. Suture of 
the incised peritoneum in such a way as to restore the 
serous covering of the pelvic organs. 5. Fixation of the 
uterus by hysteropexy, with shortening of the round liga- 
ments, according to the degree of the prolapse in the indi- 
vidual case. 6. Suture of the abdominal wound. 

New Principles and Operation. The principles underly- 
ing the repair of cystocele are set forth by E. Eeynolds,^ 
who has from this basis devised an operation. The results 
obtained are in every way better than the author has ever 
before been able to obtain in operating for cystocele. Key- 
nolds^ first point is that no simple denuding operation is 
sufficient for the purpose of repair; the natural supports 
of the anterior vaginal wall must be utilized. Now this 
wall has naturally two fixed points of attachment. The 
first is that of the lower end of the wall to the posterior 
surface of the pubes. This is exceedingly firm. The same 
cannot be said of the attachments of the upper end of the 
wall; they are, however, sufficient for our present pur- 
pose. We know that in prolapse of the uterus all the at- 
tachments of the vault fail, but we also know that in pro- 
lapse complicated by cystocele, we cannot cure the cysto- 
cele without restoring the prolapse, and the only attach- 
ment between the genital canal and the pelvic wall, which 
is not readily separated with the finger, is the insertion of 
the broad ligaments into the lateral edges of the uterus 
and the vault of the vagina. This only firm support of the 
vault furnishes then the only upper points which can ra- 
tionally be used in the restoration of the anterior wall. 



.0) American Journal of ObrtrtrfcF, September, 19W, p. #15, 
(2) American Medicine, August 2, 1902. 
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The utilization of the bases of the broad ligaments has, 
moreover, the very great incidental advantage, that it not 
only relieves the uterus of the weight of the prolapsed 
anterior wall, but in itself, as will be seen, tends to restore 
the prolapse by throwing the cervix backward. The first 




Fig. 2. 

The heavy straight lines Indicate diagrammatlcally the 
position of the repaired wall. The lighter radiating lines sug- 
gest the line of force of the fibers of the broad ligament as 
caught up by the sutures. It is to be noted that this force 
is derived from their attachment to the pelvic walls. Its 
liituation in the diagram is somewhat too far anterior. 

point in any operation should then be the attachment to 
each other of these two firm portions of the wall. 

"This approximation of the firm lower and upper 
attachments of the anterior wall has been aimed at 
in Emmefs and Watkins^ operation, and, I believe, 
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underlies their success. To it should be added, how- 
ever, in my belief, the second principle of the ex- 
cision of the weakened portion of the wall. The an- 
terior vaginal wall in its natural condition is a short, 
firm, fascial and muscular structure which extends from its 
origin at the firm bases of the broad ligaments to its still 
firmer pubic attachment, thus forming one of the strongest 
supports of the uterus and other pelvic organs. Look now 
at its condition in cystocele. If any one will freely incise 
the anterior vaginal wall in a well-developed cystocele, I 
believe he will find, as I have done, that the condition is 
that represented by the first figure, neglecting the dia- 
grammatic straight lines ; i. e., that the central portion of 
thq protrusion is covered by an overstretched, thinned, 
and weakened vaginal wall ; thus the support of the uterus 
is weakened, while the base of the bladder has practically 
no support. This thin portion of the wall is overstretched 
because it has lost its elasticity, t. e,, has lost its power of 
resistance to further stretching, and if we utilize for re- 
pair any part of this weakened portion of the wall, we shall 
have as a result a weak scar which is necessarily predis- 
posed to further stretching. 

"Cystocele is in effect a hernia of the bladder through 
the muscular and fascial structures of the anterior wall of 
the vagina, and this second principle involved in dealing 
with it is essentially that which is already well established 
in the treatment of other hernias. It has been customary 
to treat cystocele by denuding the vaginal wall of its 
epithelium, invaginating the protrusion, and stitching the 
denuded surfaces together. No one would today think of 
treating any other hernia by denuding the protrusion of 
its surface epithelium, invaginating it, and sewing the sur- 
faces together. I do not believe that we should so treat 
the hernia of the bladder, which we call cystocele. We are 
accustomed to treat other hernias by reducing them and 
excising the sac until we lay bare strong, firmly attached 
fascial edges. I believe that we should so treat cystocele, 
if we can devise an operation which will enable us to do it 
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without undue severity — and such an operation I have now 
to describe. 

"The anterior wall having been exposed, preferably in 
Sims' position, the points A A (Fig. 3) at the sides of the 
cervix are marked by tenaculums or tissue forceps. The 
point C, the highest point in the anterior wall which is 
still entirely intact and unthinned, is seized with tissue 
forceps and pushed upward along the median line until it 
is upon the stretch. The points B B, situated laterally 
exterior to A A, are then selected as those which can be 
drawn by tenaculums or tissue forceps into apposition 




Fig. 3. 

with C on the median line, and are similariy marked. The 
crescentic area indicated in the diagram is then lightly 
marked out with a knife as a guide in the excision of the 
weakened poriion of the wall, the point D being not more 
than half an inch in front of the cervix. Its exact posi- 
tion is unimpori:ant. A short transverse incision at C is 
then carried through the vaginal wall until the point of 
cleavage between this wall and the bladder is found. The 
handle of the scalpel is then pushed upward, easily separat- 
ing the vaginal and bladder walls until it is seen to reach 
the inner edge of the crescent at D. 

"The vaginal wall is then, as a matter of convenience, 
divided along the dotted line C D, and the vaginal an^ 
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bladder walls are then rapidly and easily separated by the 
handle of the scalpel over the whole of one lateral half 
of the area marked out by the knife. The separated 
vaginal wall is then removed with the scissors and the 
process is repeated on the opposite side, leaving the unin- 
jured bladder wall exposed over the whole crescentic area. 
The points B B are then connected with C by sutures aa 
indicated in the diagram, at C the needle being made to 
pass deeply through the whole thickness of the vaginal 
wall, and at B still more deeply in order to catch the 
fibers of the lower portion of the broad ligament; these 
sutures having been tied, the incision falls into the shape 




Fig. 4. 

shown in the third diagram ; the remainder of the wound 
is rapidly whipped together with a running catgut suture, 
the needle passing at each insertion through the whole 
thickness of the vaginal wall, and the operation is thus 
completed, the lines of union lying in the form shown in 
the fourth diagram. 

"As a result of this operation, the cervix is thrown some- 
what further back than before, and the anterior vaginal 
wall is therefore rather lens^honed than shortened, but 
its attachment has been transferred to the firmest supports 
of the vaginal vault, the bases of the broad ligaments; 
the uterus has thereby been relieved of weight, and is found 
to be higher rather than lower; and the wall aa ^^\\<^\a.S3. 
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drawn upward and forward behind the pubes in a way 
which affords a surprisingly firm support for the base of 
the bladder. (See straight lines on Fig. 2.) It might 
appear at first sight that a cavity would be left between 
the unaltered bladder wall and the line of union of the 
vaginal wall, but in practice the contractile bladder wall 
at once shortens itself to its new position, and no such cav- 
ity is left. The only vessels divided are situated in the 
vaginal wall, and bleeding is consequently controlled by 
the sutures. In practice I have had no trouble from this 
source. The only objections to the operation which I have 
been able to find so far are, that in case of failure of 
union a secondary operation would be more diflBcult than 




Pig. 5. 

after a simple denudation, and that it is not well adapted 
for performance at the same sitting with the repair of an 
unusually deep laceration of the cervix. An ordinary 
trachelorrhaphy does not interfere with it.^^ 

Dudley's Operation for Cystocele and Procidentia. The 
Editor^ has modified his method of performing the opera- 
tion of elyirorrhaphy for the correction of cystocele and 
procidentia. The operation may be divided into two steps: 

1. A crescentic denudation and suturing in the vaginal 
wall on each side of the cervix uteri. 

2. The removal of a portion of the anterior vaginal 
wall and suturing together of the wound thus made. 



2, Journal of the American Mea\ca\ K^Bo^AaWoxv, \^Q^. 
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First Step. The first part of the operation is per- 
formed preferably with the patient in Sims' latero-prone 
position and the vagina exposed by means of Sims' specu- 
lum. The blade of the speculum should be perforated at 
the extreme end. Before the speculum is introduced the 
cervix should be attached to the end of the blade by means 
of a temporary suture which is passed through the pos- 
terior lip of the cervix and the perforation in the speculum 
and tied. This suture should remain in place throughout 
the first step of operation. The object of this temporary 
stitch is to hold the cervix uteri far back in the hollow of 
the sacrum while the sutures are being secured which shall 
fix it there. When the cervdx is thus held back the space 
anterior to the cervix is so increased that the corpus readily 
falls forward into a position of decided anteversion; that 
is, into the normal position. It is essential that this part 
of the operation be performed with the organ in normal 
position, because if so performed the result is more likely 
to be permanent. Two semi-circular strips are denuded 
in the vaginal wall close to the uterus about one-half of 
an inch wide on either side of the cervix, their convexity 
being turned toward the cervix. This denudation is shown 
in Plate VII, Figure B, x y and x' /. This denuded sur- 
face is shown on one side of the cervix in Figure A, x y. 
Each denuded surface is now closed upon itself by means 
of fine chromic catgut sutures, Figures A, B and C. A 
and B show the sutures in place, but not tied; C shows 
them tied and also shows the lines of union running later- 
ally from either side of the cervix. The folding of these 
denuded surfaces upon themselves causes their lower ex- 
tremities y and y' to be brought in contact with their upper 
extremities x and x'; Plate VIII, A, B and C. By this 
means the cervix is lifted upward and backward toward the 
hollow of the sacnim and held there. 

Second Step, The second step in the operation is per- 
formed with the patient in the dorsal position, the parts 
being exposed by means of a Sims' speculum or a Simon 
retractor. The operation is now continued as shown in 
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Plate VII, E, then in Plate VIII, F and G, then in Fig- 
ures 1 and 2, Plate IX. Plate VII, E, shows the lines 
of union lateral to the cervix uteri made in the first step 
of the operation and shows the incision being made by 
sharp-pointed scissors through the vaginal wall, but not 
including the vesical wall, from a point near the cervix 
uteri in the median line of the vagina to a point near 
the meatus urinarius. The dotted lines in Plate VII, 
E, indicate the extent of this median incision. While the 
incision is being made the cervix is held securely in place 
by means of flat vulsellum forceps, a full-size section of 
which is shown in Plate VII, D. Plate VIII, F, shows 
the vaginal wall being stripped off from the vesical wall. 
The operator has seized the margins of the flap in pres- 
sure forceps and is S'tripping it away from the vesical 
wall by sponge pressure. This will be found a very ef- 
fective method of blunt dissection. The flap on the 
opposite side is held in pressure forceps and is repre- 
sented as already stripped off. In Plate VIII, G, the loose 
flap has been removed by means of scissors from one side 
and is being removed from the other side. Plate IX, Fig. 
1, shows the median vaginal wound nearly closed by means 
of chromic catgut sutures. Experience in this operation 
has shown that in the majority of cases there is consider- 
able redundant vaginal wall in the region of the urethra 
which may be disposed of most effectively by uniting the 
wound in a transverse direction. Accordingly the lateral 
margins of the wound are shown as being drawn apart by 
tenacula, t, t, A single stitch introduced but not tied 
shows how this portion of the wound should be united. 
Plate IX, Fig. 2, shows all sutures introduced and the ' 
operation complete. The tenacula are the same as shown 
in the previous figure. 

It is extremely essential in this operation that the entire 
thickness of the vaginal plate of the vesico- vaginal septum 
be removed as shown in Plate VIII, G. The former method 
of merely denuding a superficial surface is ineffective. It 
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is perhaps unnecessary to add that this operation should 
always be supplemented by a thorough perineorrhaphy. 

Figures 3 and 4 of Plate IX are here introduced to show 
a method of denuding and introducing sutures so as to 
force the cervix uteri back into the hollow of the sacrum. 
This method is offered as a substitute for the one shown in 
Plate VII, A, B and C. In principle it is the same as 
that employed many years ago by Sims, Emmet and others. 
Plate IX, Fig. 3, shows a circular denudation in front of 
the uterus extending on either side to the post-vaginal 
fornix. Two sutures are shown in place but not tied. 
Three sutures are generally used instead of two. These 
sutures when tied will draw the loose vaginal tissues on 
either side of the cervix to the front of it so as to bring 
points a and b together in front of the cervix as shown by 
Plate IX, Fig. 4, a, b. In Plate IX, Fig. 4, a threaded 
needle is being introduced to complete the closure of the 
median vaginal wound. This part of the operation is the 
same as depicted in Plate IX, Figs. 1 and 2. 

The accompanying figures show the cervix drawn well 
do\^Ti to the vulva. This is not in accordance with the 
fact. The cervix, as already explained, is held well back 
in the hollow of the sacrum during the operation. The 
appearance of drawing the cervix downward to the vulva 
is only introduced to facilitate illustration. 

Foreign Bodies in the Uterus. 

The result of the presence of foreign bodies in the 
uterus is the subject of a study by F. A. Hermann,^ who 
bases his conclusions upon 2 cases which he has observed 
and 21 other cases which he has gathered from the litera- 
ture. In the first of these cases, a girl of 15 was taken ill 
with pelvic disturbances and a foreign body being felt in 
the uterus, it was learned that 6 years before, a woman had 
maliciously introduced a hairpin into the child's vagina 
and uterus. The removal of the object gave prompt relief. 

(1) MiiDchener medlcinlsche Wochenschrift, May 1, 1902. 
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In his second case, a hairpin wound with cotton had been 
placed in the uterus for the purpose of causing an abor- 
tion and had remained there for 5 months. Hermann 
concludes that: 1. Foreign bodies may remain a very long 
time in the uterus without causing much suffering. 2. The 
transmigration of a foreign body from the uterus to neigh- 
boring organs or the reverse is possible, but this usually 
means much disturbance to health. 3. It is striking that 
the presence of objects not previously disinfected very 
seldom gives rise to septic conditions. 4. Foreign bodies in 
the uterus may be overlooked by digital and probe examina- 
tion, the dull curette is better for diagnosis. 5. It is very 
important from the standpoint of forensic medicine to 
know that women can very readily by themselves introduce 
foreign objects into the uterus. 

Laceration of the Perineum. 

Operative Device. In denuding for the ordinary plastic 
perineum operations N. B. Aldrich^ uses traction ligatures 
in place of the tenacula used by most surgeons to raise the 
points marking the limits of denudation. Heavy silk liga- 
tures are introduced at the 5 points which mark the angles 
of the area to be denuded in, say, an Emmet perineorr- 
haphy. These are cut at convenient lengths and clamped 
with hemostats — the 2 lower ones left hanging as weighted 
traction sutures. Once introduced, such a traction loop is 
a permanent mark to guide the denudation; there is not 
the annoying slipping and reintroducing that occurs when 
tenacula are used. 

Genital Fistula. 

Cervico-vaginal Fistula. The etiology of cervico-vaginal 
fistula is elaborated by F. Neugebauer.^ This author be- 
lieves that in about 5 per cent of all high placed urinary 



(1) American Journal of Obstetrics, August, 1902. 

(2) Centralblatt ftir Gynakologie, 1902, No. ^\. 
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fifltabe in women there alco oasts cenioo-Taginal fistula. 
The mofst frequent cause of the latter is the incomplete 
spontaneous b^lng of a vertical tear of the cerrical seg- 
ment The second category is the result of faul^ union 
of the operative wound in an Emmet trachelorrhaphy. A 
third variety arises as the result of tubercular, syphilitic, 
diphtheritic or carcinomatous ulceration. Finally there are 
the fistulas which are of traumatic origin where 
the traumatism is projected from the outside, thus for 
innrtance the cervical wall has been penetrated from the 
vaginal side by a pointed instrument in attempted abor- 
tion. The operation for repair is simple and the results, 
when the fistula is merely due to traumatism, are good. 

Preparation for Operation. A simple device that mate- 
rially aids in getting a patient with a urinary fistula into 
grx)d condition for operation is suggested by A. Holowko/ 
A rubber cushion is fitted with a tight rubber bottom and 
int^) the middle of this a drainage pipe Is fitted which goes 
down through the mattress. The patient lies directly upon 
this cushion and by this means is kept dry, consequently 
the excoriations and other lesions rapidly heal. 

Ureteral Fistnlae. A comprehensive monograph by W. 
Stoeckel,^ covering his own experiences and the recent lit- 
erature, appears on the subject of wounds and fistulae of 
the ureter. 

Etiology: Most frequently from operative work, espe- 
cially from total extirpation of the carcinomatous uterus. 
During 037 such operations in Olshausen's clinic, there 
were 14 cases of ureter traumatism. Wertheim had 5 
cases of secondary Aireter fistula in 60 operations for car- 
cinoma. In a second series of 30 cases, there was one 
res(»ction of the ureter and 2 secondary fistulae. Necrosis 
of the ureter befell 2 cases among 32 similar operations by 
Rofithom. Unintentional ligation of a ureter has occa- 
sionally caused a fistula following abdominal operation. 
Tlierc is also danger of injury to the ureters during vagi- 



(1) Centralblatt ftir Gynftkologle. 1902. No. 30. 

(2) Arohlv fUr Gynttkologle, Bd. 67. Hft. 1. 
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nal operations such as Emmef s trachelorrhaphy, vaginal 
fixation and high amputations of the cervix. 

Prophylaxis: The number of cases in which wounds of 
the ureters and bladder are unavoidable is considerably 
lessened by the method of splitting the uterus during both 
vaginal and abdominal total extirpation. It is unanimously 
conceded that this procedure in hysterectomy does much to 
preserve the ureters. Introduction of a sound into the 
ureter as a preventive measure, it would seem, is being 
gradually abandoned, and radiography can hardly become 
generally useful. The safest protection, after all, is 
afforded by thorough knowledge of what is the normal 
and what is the abnormal topography of the ureters in the 
various diseases to which the pelvic organs are liable. 
Prophylaxis is not only concerned with avoiding injuries 
to the ureters, but also with preventing inflammation of 
the bladder and kidneys when fistula already exists. In 
such cases antiseptic vaginal douches are indicated twice a 
day, in order to keep the region of the fistula as free as 
possible from mucus. The bladder should be occasionally 
examined by the cystoscope and any beginning inflamma- 
tion combated. If all suspicious remains of suture mate- 
rial have been removed and still the fistula does not spon- 
taneously heal in six or eight weeks, then there is nothing 
to be gained by longer waiting. 

Diagnosis: This is to be made most quickly and safely 
by cystoscopy — the mouth of the affected ureter giving, of 
course, no evidence of activity. If the cystoscopic picture 
is not quite plain, catheterization of the ureters must be 
undertaken. The defective ureter will thus be recognized 
quickly and the catheter may be used to detect how far 
up the lesion exists, the catheter meeting with resistance at 
that point. According to the experience of Stoeckel, even 
if the lesion of the ureter includes only part of its cir- 
cumference at some point, the entire urine on that side will 
be discharged from the fistula. In most cascB it is wise, and 
when nephrectomy is indicated, it is absolutely necessary 
to catheterize both ureters in order to be itvfoTTcv^^ ^1 V>\^ 
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activity of both kidneys. Investigation of the freezing 
point and the molecular concentration of the urine as well 
as the phloridzin method of Casper and Richter are nowa- 
days recognized as the safest tests for determining the 
functional activities of the kidneys. 

Treatment: Spontaneous healing of a ureteral fistula 
has been observed a number of times, but probably when 
there was wounding of only one side of the ureter. Rinne 
reported a case where a ureter was wounded and sutured 
during a laparotomy and two days later a fistula developed 
opening on the peritoneum. An attempt to repair the in- 
jury failed and a proposed nephrectomy was prevented by 
a sudden collapse of the patient. After all this the fis- 
tula healed spontaneously. A year later the patient died 
and at the autopsy there was to be found no scar of the 
ureter nor did the mucous membrane show any change. 

For various reasons Stoeckel docs not feci that he can 
recommend any of the operations for ureteral repair which 
are done per vaginam. As regards plastic work upon sev- 
ered ureteral ends, Stoeckel is far from enthusiastic. The 
difficulty of the procedure, principally on account of scar 
tissue, is usually too great to be overcome. It is true that 
some good results have been reached by this method, but 
in general the selection of the cases must be very close and 
even then the results will always be doubtful. Since it is 
sure to give rise to ascending pyelonephritis, implantation 
of the ureter into the bowel is not^ be recommended. It 
remains then that abdominal implantation of the ureter 
into the bladder is the most advisable operation. 

The author's operation, which he has done successfully 
on five cases, is as follows: Ordinary median abdominal 
incision with perhaps a deviation to one side or the other, 
corresponding to the side of the fistula, and long enough 
to give plenty of working space. The bladder is drawn 
towards the side of the pelvis corresponding to the ureter 
and fixed there by means of several catgut sutures uniting 
it to the peritoneum. The walls of neither the bladder 
nor ureter should be at any time penetrated by sutures, 
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since incrustations are likely to form upon xhesn. For du* 
reason that catgut is less liable t<o this phi^uxn^ioa iUiii 
is the most absorbable of the ^mture; ^ it is beat ^is*<l u\r 
this work. For the success of the implantatioo. it is ^ix- 
ceedingly important that the ureter remain of Iza ^wzl 
accord where it has been placeiL To this end Sov»ftk»^t 
draws over the bladder and proceedft as follows: A -wumt 
is introduced through the urethra inti> the hia«iiier iiui 
pressed against the bladder wall at the point of invstuitii 
implantation. An incision is made into the hta«iiier -fuI 
upon the sound and a ligature passing thmugk the ^nc 
end of the ureter is attached to the- *ound and ira-Tn 
through the urethra. This serves as a tnu';tiotL -ir ri^ .ne 
for the ureter and is fastened by means of aiihefti-re -^tra^ 
upon the skin of the opposite thigh, Trj*- walls of 'Mt 
ureter and bladder are now nicfij sxctiir^ti^ althon^sii i^>#a 
may occur without any suture. A rececrlim 'ixrt^jf^ 'ja a- 
troduced into the bladder in order Xff prevent '':r>atru*r.>,r^ 
and consequent tugging upon the wint of \vcy.x:::xr^.Vi^ 
The vesical end of the ureter ne^ noc b«^ li^raced an ar,. 
back flow of urine from the bladder <i#5iyiT3, 

Nephrectomy is always to be tbyagBit of an aa aitena;r,,-r> 
when there is a ureteral fibula. Stoeekei aj^im^fn ?r»^7 
well with FritscVs indications fr/r v^it^^^^^scj iirxj^x^ :jh 
gives as follows: XephreeUwiiT may be- doRe:: 

1. When the operation of In'phasuitir^ Jtxj ''^. ^y^f^< 
to present too great technirralities. 

2. WTien there is prewnt a pathoIogErr ^:r'>c*it^vi Ir. v^ 
kidney corresponding to the injured nr^/fr. 

3. When the general beakh or adrarr^r^ i^* vf v.e; 
patient contraindicates a difficult laparw.^r.7. v*,^. yrx^rj^ 
a shorter operation. 

4. When a recurrence of a prer;ou?s3T -vperiit^' ::ji^.t' 
nant growth occurs at the site of the fotts la. 

5. When in a recent injury \fM i}ih vr^^r vxy I*r?*r ^ 
piece has been removed. 

In all nephrectomies it mui?t be T^m^rf^j^fTt^ *}:Jt.\ j/.u'A 
depends on the rapidity and skill of the operav/r. 
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PART V. 
DISPLACEMENTS. 

Prol-vpse or Uterus. 

Operation. A careful paper by D. B. Hart^ contains the 
following summing up of the subject: 

Prolapsus uteri may be regarded, if we leave out of 
account rare cases of hypertrophy of the supravaginal 
portion of the cervix, as a hernia of a definite part of the 
pelvic floor. 

After replacement, the hernia is reproduced by the pa- 
tient's straining, the parts being driven down in a well- 
known definite order. 

Operations for prolapsus uteri may be classified as fol- 
lows: 

1. Those which attempt to tie up the displaced portion ; 
ventrofixation; shortening of round ligaments. 

2. Those which remove hypertrophic portions, and in- 
directly by cicatrization take bearing points; amputation 
of cervix; elytrorrhaphies (mesial and lateral). 

3. Those which hinder the eversion of vaginal walls; 
partial union of walls ; vaginal implantation. 

4. Those which repair and extend a torn supporting 
part; perineorrhaphies. 

5. Those which aim at removing the displaced part so 
far as is possible, and in uniting the supporting part where 
the resection has taken place; vaginal resection and hyste- 
rectomy. 

The most useful operations are the combined cervical 
amputation, elytrorrhaphy and perineorrhaphy in me- 
dium cases, ventrofixation in selected cases. In advanced 
cases in widows, vaginal resection and hysterectomy has to 
be considered. 



(1) British Medical Journal. October 11, 1902. 
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Eetrodeviation of the Uterus. 

Treatment. With much consideration of the experience 
of other gynecologists conipared with his own, Koblanck^ 
formulates the general principles of rational treatment for 
the rietroflexed and retroverted uterus. 

In the first place this abnormality by no means always 
requires treatment; in many cases no symptoms whatever 
arise from it. Koblanck, however, cannot subscribe to the 
view that when distressing symptoms do arise in the pres- 
ence of this condition su(jh symptoms are always due 
to accompanying complications, such as inflammatory. ad- 
hesions. He finds that sometimes much distress is entirely 
"relieved by the mere straightening of a simple mobile retro- 
flexion. This relief may also follow the correction of posi- 
tion of the uterus even when there are other complicating 
conditions present. 

If, now, treatment of a retroversioflexio is indicated, the 
etiology of the condition is the first point to consider. If 
malposition has arisen from relaxation of the lower uterine 
segment as a result of the puerperium, an occurrence not 
uncommon and consequently always to be watched for, then 
treatment should be directed to the uterus itself. As 01s- 
hausen has repeatedly insisted, a single reposition and forc- 
ing of the uterus into acute anteflexion is sufficient to bring 
about a permanent correction. This simple procedure was 
described as o^rly as 1881 by Fritsch, but is hardly men- 
tioned in most text books. Same authorities have asserted 
that the expected permanent results seldom obtain, but 
Koblanck says that he learned the importance of this treat- 
ment by directly working with his teachers and ever since 
then he has experienced its value in his own practice. The 
'good results are altogether dependent on selection of the 
right time for instituting correction of the malposition. An 
exact day is not to be insisted on, but for success the uterus 
musft still possess some softness and flexibility. The third 

0) Zeltschrlft ftir Geburtshllfe urd Gynakologle, Band 47, Heft. 1. 
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week after delivery is on the average the right time. Those 
who have advocated treatment a few days after the uterus 
is emptied do not consider the danger of infection, the 
possible traumatism .of the softened vaginal walls and the 
inability of the very soft uterus to support itself. But 
then, on the other hand, it is altogether irrational to wait 
until lactation atrophy has set in. If the uterus falls back 
after the original over correction, a second or third repo- 
sition may readily be done. The good effects seem to de- 
pend upon changes in the uterine tissue rather than upon 
retraction of the ligaments. Koblanck offers these figures 
for 26 cases of puerperal retroflexion : 9 were treated by 
simple reposition. Of these, 6 were cured, 3 withdrew 
themselves from control. Pessaries were used in 17 cases. 
Of these, 6 were cured in from 2 to 5 months ; of the re- 
mainder, part again suffered from retroversion, and in the 
rest the end-result is not known. 

Bearing upon this same point, Kiistner has asserted that 
the upright position assumed early in the puerperium dis- 
tinctly tends to prevent retroflexion. Koblanck offers an 
experience with one patient which bears out this idea. In 
successive confinements she remained in bed 2 weeks and 
3 weeks, respectively, and each time a retroposition ensued. 
In her third puerperium she got up on the 5th day with 
the result that the uterus remained in normal position. 
The sudden access of lochial discharge did not appear from 
the standpoint of this patient to be nearly so disagreeable 
as manual reposition of the uterus. However, much more 
exact evidence is required upon similar cases before safe 
conclusions are to be drawn. 

The opportunity sometimes arises for the manual treat- 
ment of a retroflexed uterus which has recently aborted. 
Koblanck did this procedure after curettement on one case, 
all without narcosis, with the most happy results. The 
flexibility and softness of the uterus at such times would 
naturally lead to the expectation of good outcome in at 
least some cases. 

Carrying the idea still further, Koblanck has clinically 
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investigated the question as to whether a uterus manipu- 
lated in the period of menstrual congestion with the eon- 
sequent softening of the uterine tissues, could not be per- 
manently cured of a retroposition. He selected 18 cases 
which had been for a long period treated vainly with pessa- 
ries. The procedure was undertaken on the second or 
third day of menstruation. It did not prove completely 
successful, but still in 7 cases the uterus remained in the 
corrected position. 

To relieve fixation of the uterus, especially when it is 
the result of parametritis, Koblanck asserts the peculiar 
value of loading the vagina. (For description of the 
method see the March, 1902, volume of the Practical Medi- 
cine Series, page 7^.) In his clinic it has been found that 
through repeated use of the quicksilver colpeurynter a 
uterus previously completely fixed in retroflexion has been 
restored to its normal position and has remained so with- 
out support. Impori:ant as is the fact of fixation for the 
treatment of malposition, still diagnosis of fixation is by no 
means always easy. Repeatedly it has been asserted that 
the practiced hand can straighten uteri which less skilful 
manipulation fails to bring into position. On the other 
hand, it is true that in the course of laparotomies and col- 
potomies one frequently finds uterine fixations which were 
not recognized earlier. The fact that the uterus may be 
straightened and temporarily held in proper position is thus 
proved to be incapable of showing conclusively whether or 
not old inflammatory products persist. For this important 
feature of the diagnosis Koblanck urges the use of the sound 
with the patient under an anesthetic. Such a procedure has 
been condemned by Schultze and Kiistner, but is hardly in- 
jurious if done properly. In order to avoid lesions of the 
mucosa, Koblanck combines manual effort with the use of 
the sound, the instrument merely tipping the uterus 
forward so that it may be taken firmly between the grasp 
of the inner and outer hands. When the posterior vaginal 
vault is short, the uterus is large and has a relaxed angle of 
flexion. In deciding the course of treatment it must be 
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remembered that the existence of adhesions is practically 
always to be regarded as contraindication to the use of the 
pessary. 

The possibility of curing retroflexion by reposition of the 
uterus at just the right time, the fact that only a third 
of patients suffering from retroflexion felt well when wear- 
ing a pessary, and finally a growing conviction that the 
position of the uterus was a matter of indifference led Ko- 
blanck to an attempt to give up the use of the pessary in 
every case. The result was that 40 per cent gave it up 
without suffering, although in most cases the uterus again 
fell backwards, 15 per cent could use a mere support- 
ing pessary, without reference to the position of the uterus, 
and for the remaining i5 per cent it was found practically 
'impossible to renounce the pessary. As Koblanck says fin- 
ally on the subject, the use of the pessary, since it is at 
most merely a crutch to the injured uterus, is to be de- 
plored. Pessary treatment should be strictly limited; the 
results in private practice are unsafe, in the clinic they 
are thoroughly bad. The complications which so fre- 
quently accompany retroflexion are never cured by the pes- 
sary, while the dangers of a mechanical device remaining 
long in the vagina should not be underestimated. 

If a pessary is absolutely necessary, there should be a 
careful selection of the instrument and careful supervision 
of the patient. In Koblanck's clinic the Thomas pessary 
has been by far the most useful. Many other forms have 
been tried and found wanting. What may actually be 
done under the most favorable conditions with pessary 
treatment is witnessed by figures from this clinic. Of 98 
eases of retroflexio mobilis, 5 have been apparently perma- 
nently cured, 22 are relatively cured; that is, as long as 
they wear the pessary they do not suffer from the retro- 
flexion. The others have not been helped. Koblanck find? 
these figures practically confirmatory of the unfavorable 
statistics given by the considerable number of prominent 
gynecologists whom he cites with regard to treatment by 
the pessary. 
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"Following the reading of Koblanck^s paper before the 
Berlin Obstetrical and Gynecological Society an extended 
and interesting discussion ensued which centered about the 
question of the value of the pessary in producing favorable 
results in cases of retroflexion. Olshausen believes that the 
pessary is an important part of the gynecologist's arma- 
mentarium, not so much, to be sure, in the public clinic, 
but rather in private practice, where the conditions of the 
patients can be studied and controlled. Eesults are cer- 
tainly not to be obtained by the wearing of a pessary for 
a few weeks or a few months, but it is necessary that they 
should be treated over a very extended period. Olshausen 
says he has had private patients under observation for from 
10 to 20 years. Jacquet also believes that by the careful 
selection of pessaries and of cases in private practice, it 
is possible to get very good results with this method of 
treatment. Duration of his treatment is usually from 2 to 
3 years and he finds that 50 to 60 per cent are cured. 
Strassmann, while assistant in the policlinic of the Charite 
formulated the following set of instructions which it is 
absolutely necessary for every pessary-wearing woman to 
follow in order that the treatment may be successful : 

1. The patient must present herself once a month, 
usually just after the menstrual period, in order that the 
pessary may be cleaned. 

2. The patient must at once present herself if : 

(a) the pessary is felt pressing, 

(b) urination or defecation is made difficult, 

(c) the vaginal discharge is increased, becomes bloody 
or smells stronger. 

(d) the pessary slides out. 

3. If the pessairy is introduced during pregnancy or 
under narcosis, the patient must present herself again on 
the following day. 

4. The pessary must be taken out and re-introduced 
only by a physician. 

5. If it is not expressly otherwise indicated, the pa- 
tient must take daily 1 or 2 vaginal douches of pure tepid 
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water; these douches are to be continued also during men- 
struation. 

6. All heavy work, lifting, long standing and pro- 
tracted sewing at the machine are to be avoided. 

7. Urination should never be deferred, and defecation 
should occur at least once a day. 

8. If a patient who has previously worn a pessary comes 
to confinement, she should present herself immediately af- 
ter getting up in order that the continuation of the old 
malposition may be guarded against. 

When this last piece of advice has been followed, Strass- 
mann has had the experience that a goodly number of pa- 
tients have been permanently cured of their retroflexion 
by the manipulation already described by Koblanck. 

Lehmann for this discussion made a special study of his 
results of pessary treatment and found them to be decid- 
edly bad. He quotes Kiistner as having seen a cure of 
retroflexion from pessary treatment but very rarely, and 
also as saying that the condition is seldom rectified by 
treatment instituted soon after delivery. The peculiar fact 
that some gynecologists report large percentages of cures 
following the use of the pessary and that other men get 
hardly anything except failures is partly due, Lehmann 
thinks, to difference of diagnosis. He believes that many 
cases come complaining to the consultation, examination 
there determines retroflexion, a pessary is introduced with 
apparently good results in a short time, whereas the whole 
ailment would, if left alone, have righted itself in a few 
days by a tipping of the uterus into the opposite direction. 
In other cases the retroflexion is but part of the general 
relaxation of the pelvic tissues, with the consequence that 
the introduction of a pessary has very little effect. There 
is variation, not only in diagnosis, but also in what is 
meant by a cure, which accounts largely for the difference 
in the reports of gynecologists. Koblanck thinks it 
is about this last point that the main difference arises. On 
questioning, he finds that most gynecologists regard free- 
dom from distress as equivalent to a cure, and the satisfac- 
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tion given to the patients justifies this opinion. However, 
his statistics are worked up upon a more radical basis, 
the actual cure of the retroflexion itself. The more general 
opinion expressed during the discussion was that it is 
decidedly fortunate that pessary treatment should just now 
be having somewhat of a revival under the restraint of 
carefully studied limitations. Some form of the Thomas 
pessary was favored almost unanimously. 

Clinical Importance of Retroflexion. A sane discussion 
of the clinical importance of movable retroflexion of the 
uterus is offered by E. Wormser.^ This author believes 
that the many diflEerent symptoms which have been found 
in cases where there was an uncomplicated retroflexion 
have never been proved to stand in causal relation with 
that malposition. Practically all of the symptoms are 
at times found with an anteflexed uterus, and, on the 
other hand, they are frequently entirely cured without any 
straightening of the retroflexed uterus. Kronig and 
Feuchtwanger found in 103 patients with amteflexion and 
33 with retroflexion, 40 per cent of the cases suffering 
from identically the same symptoms. The cause of this 
Wormser thinks is to be found outside of the pelvic organs 
and indeed in a great many cases is to be successfully 
treated from the standpoint of neurology or internal medi- 
cine. Among 102 patients of Wormser^s clinic at Basle 
in whom an uncomplicated movable retroflexion was found, 
there were 36 cases with no symptoms, 32 complained of 
pains in the loin alone or with other symptoms, and the 
remainder presented themselves on account of menorrha^ 
gia, dysmenorrhea, etc. That the symptoms in many cases 
were entirely independent of the position of the uterus 
is proved, since a number were entirely relieved by gen- 
eral treatment. On the other hand, of some 20 cases who 
were anatomically cured by the Alexander operation, only 
five remained free from their old complaints after a period 
of some months, although in no case was there a recur- 
rence of the retroflexion or were the other pelvic organs 

(1) MiiDcbener mediciniscbe Wochenscbrift, July 1 and 8, 1902. 
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diseased. Then, again, if an operation or the use of a 
pessary proves successful in relieving the symptoms, how 
does one know, asks Worniser, that the result is not due 
to suggtetion ? He cites the curative effect of an attempted 
AlexiaridcT operation in which the surgeon failed to find 
the found ligaments, and an instance in which the symp- 
toms were completely relieved by an examination under 
anesthesia in which the uterus could not be replaced. The 
wonder cures of pessary treatment come under this head- 
ing : A woman is barely able to walk or has the symptoms 
of a high grade hysteria, or has terrible pains with every 
defecation, and all these things unanimously disappear 
with the simple straightening of the uterus and the intro- 
duction of a pessary. During the last year Wormser has 
especially studied over a hundred cases in the Basle poli- 
clinic with reference to the part that suggestion and auto- 
suggestion play in cases where there is movable retro- 
flexion. The pessary apparently cured some cases both 
anatomically and symptomatically ; others were cured ana- 
tomically that were not relieved of their complaints and 
still others were relieved of their symptoms, although a 
pessary was introduced which was ineffectual in straighten- 
ing the uterus. A certain number of the patients were 
assured that their trouble did not come from the pelvic 
organs and were given general neurasthenic treatment, 
sueh as baths, cold spongings, valerian, etc., with the hap- 
piest results. The tremendous part which suggestion plays 
in these cases Wormser definitely illustrates by accounts 
that have happened with certain of his cases. Let a wo- 
man but imagine that a retroversion controlled by a pessary 
has suddenly recurred and all of her symptoms immedi- 
ately return. In this connection Wormser most strongly 
warns against informing a patient of this class about her 
anatomic abnormality. The peculiar effect upon the mind 
which a knowledge of pelvic diseases is well known to have 
makes it imperative in the interests of the patient that 
she be not told of her local ailment, at least until it has 
been found impossible to relieve her by general treatment. 
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Wormser would not go so far as to assert that in every 
ease of uncomplicated retroflexion with symptoms there 
really existed nothing but a neurosis. He recognizes that 
the pressure backward of the uterus may actually give 
local and reflex distress which is impossible to appreciate 
by palpation. Yet even in these cases one should be care- 
ful about giving a patient any ground for developing a 
pelvic consciousness. 

Wormser summarizes his view as follows : 

1.. An uncomplicated movable retroflexion in a healthy 
woman causes in a majority of cases no symptoms what- 
ever, and therefore needs no treatment except in rare cases 
of pregnancy. 

2^. The symptoms which are complained of by patients 
with movable retroflexion in the vast number of cases have 
one of these two causes ; cither they are induced by compli- 
cations which are oftentimes not readily discoverable, or 
they are the expression of a disturbance of the nervous sys- 
tem. In both cases the retroflexion as such is not guilty of 
causing the symptoms. Treatment, then, should be insti- 
tuted with an eye first of all to correction of the complica- 
tion or the neurosis. When this completely fails is time 
enough to attempt correction of the malposition. 

The importance of retroflexion for pregnancy is very 
slight according to A. Theilhaber.^ In 9 years, during 
which he has seen over a thousand cases of retroflexion, 
he has seen an incarcerated retroflexed pregnant uterus 
only twice. Even if a retroflexion exists at the beginning 
of pregnancy, by the third month it nearly always rights 
itself into anteflexion. 

The Pessary. The defense of the use of the pessary is 
taken up by F. H. Davenport,^ who believes that at present 
there is somewhat of a reaction in favor of this instrument. 
Looking at an instrument catalogue he finds a list of 16 
pessaries, and with all this variety there has been practi- 
cally no change of form for the last 20 or 25 years. With 



(1) Miinchener medlclnlaohe Wochengchrift. July 29, 1902. 

(2) Boston Medical and Sirglccl Jo.rnal, August 7, 1902. 
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the recent rapid growth of surgery, peBsaTy treatment has 
been almost entirely superseded in the work of many gyne- 
cologists. But there is by no means a consensus of opinion 
either that pessaries are useless or that surgical measures 
accomplish everything. In giving his thought as to the 
indications for pessary therapy, Davenport at once ac- 
knowledges that displacements do not necessarily produce 
symptoms and therefore do not always need treatment. 
When symptoms are present, as a rule, to be sure, operation 
should be advised, but there is a class of cases in which 
tie pessary will accomplish much in the way of immediate 
relief and give favorable conditions for permanent cure. 
This especially favorable class for pessan therapy is typi- 
fied by the case where in an unmarried wom-an there has 
already been local treatment, where the faulty position is 
presumably the result of a nervous breakdown and where 
the shock of operation might be badly borne. If the sup- 
port can be easily adjusted and comfortably worn, the 
relief from the symptoms due to the retroversion will be 
a great help towards building up the general health, and 
after a length of time varying from one or two years, the 
pessary may be tentatively removed. If a cure either ana- 
tomic or symptomatic has been effected, well and good ; if 
the displacement with symptoms returns, the operation can 
then be performed with less shock to the patient. 

In such selected cases Davenport believes that a cure 
may be expected in about one-half. This includes the 
two categories of those symptomatically and those anatom- 
ically cured. In either case the pessary might be removed 
without return of the symptoms. If with the skilled and 
continued use of pessaries which, according to Davenport, 
means seeing the physician at least once a month and wear- 
ing the pessary over a number of years, still only about one- 
half of the selected cases are cured, then how answer, says 
Davenport, the question why it would not be better to oper- 
ate in all cases? 1, Because some cases are better treated 
by pessary, and 2, because many women will refuse to be 
operated upon at all. Davenport uses the Langford pes- 
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sary almost exclusively. This should be fitted as exactly 
as possible, having it rather too small than too large. It 
should support the uterus perfectly and without the patient 
being conscious of its presence. 

Operation on Utero-sacral Ligaments. Operations on 
the utero-sacral ligaments in the treatment of retroversion 
of the uterus is the title of a paper by J. W. Bovee.^ As 
the author at first remarks, retroflexion is not under con^ 
sideration. From the literature there have been gathered 
92 operations for shortening the utero-sacral ligaments, 83 
done vaginally and 9 abdominally. The author's own 
record is 8 vaginal and 4 abdominal operations. He began 
doing these operations in 1897 as the result of studying 
the same class of operations done by a number of European 
and American operators. He has had the chance to observe 
some of his cases over a considerable period of time and 
the malposition has not recurred in any of them. From 
studying the reports in the literature Bovee thinks that 
one will be inclined to believe no other procedure can be 
more reliable. 

The indications for using the abdominal route are: (1) 
when other conditions require opening the abdomen, (2) 
when injury to the fascia at the upper part of the ligaments 
require repair, (3) when the vagina is small. If the abdo- 
men is opened intraperitoneal shortening of the round 
ligaments require but a few moments and should be done 
in addition. 

The suture material is of importance and Bovee prefers 
absorbable kangaroo tendons that will remain in the tis- 
sues a few weeks and no longer. When a vaginal operation 
is done, the utero-sacral ligaments are dissected plainly 
into view through an incision posterior to the cervix. 
"Then grasping one of them with the forceps midway be- 
tween the extreme points to be united and lessening the 
traction on the cer\nx at the same time, the fold of the 
ligament is brought down into the vagina. Then a curved 
needle armed with kangaroo tendon is passed through the 

(1) American Gynecology, July, 1902t 
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ligaments at the extreme points noted and another through 
the loop thus formed and through the posterior portion- 
of the cervix below the insertion of the ligaments. When 
the other ligament has been treated in a similar manner, 
the two deep sutures are tied and then the others. The 
wound is now spread well open and the two ends of it 
approximated by a continuous kangaroo tendon suture.' 
When the wound is closed, it appears to have been origi- 
nally a transverse one.^* 

By the abdominal route the utero-sacral ligaments are 
first properly located in the Trendelenberg position with 
the uterus held with a retractor, well forward and upward. 
Then a longitudinal incision is made through the perito- 
neum near the inner margin of one of the ligaments. The 
ligament is then partially dissected loose and is treated 
much as by the vaginal route. 

Bovee thinks that this extraperitoneal short^ing of 
these ligaments with the above-mentioned shortening of the 
adjoining portion of the vaginal wall is practically devoid 
of danger and is frequently indicated. Done either vagin- 
ally or abdominally it does not seem to have some of the 
dangers incident to ventrosuspension and ventrofixation; 
it is merely supporting nature's supports. 

Uterofixation of Round Ligaments. J. M. Baldy^ states 
that he has tried many of the well known operations for 
retrodisplacement of the uterus and has found more or les? 
satisfaction from each. But the procedure which appeals 
most to him as best fulfilling the indications is the one 
which perforates the broad ligament and drags the round 
ligaments through the openings thus made and unites them 
behind and to the uterus. (The operation as described 
by Webster was reported in the Year Book for March, 
1902.) The advantages of this operation are that it tilt^ 
the uterus forward and holds it so that when intra-abdom- 
inal pressure is made, it tends to move toward the bladder - 
and not toward the hollow of the sacrum. It forms a per- 
fect sling behind the uterus and leaves the uterus in the 

(1) American Jouroal of Obstetrics, May, 1902, 
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' pelvis as a pelvic organ. The disadvantages are that the 
round ligaments have to be doubled upon themselves and 
when pulled through the broad ligaments there is often so 
much tension as to make it probable that a certain number 
. of the sutures will be cut out. Or in a future pregnancy, 
perhaps as result of tension, the round ligaments might be 
torn loose, or if they hold, abortion might possibly result. 
Baldy does away with these disadvantages by a method 
which he has devised. The round ligament is ligated close 
to the uterus so as to secure the artery and then is 
severed distally, but close to the ligature. The broad liga- 
ment is now perforated from its posterior aspect by a pair 
of forceps, the free end of the round ligament is then 
pulled through the broad ligament and is attached by 
means of sutures to the corniia of the uterus of its corre- 
sponding side. The point of attachment, however, may be 
higher or lower and part of the round ligament may be 
cut off as the surgeon may find necessary to give the proper 
tilt and support to the uterus. The suture is a continuous 
one and may be either chromicized gut or silk. 

Ventrosuspension. For obstinate retrodisplacements H. 
Robb's^ experience with 200 cases, as well as his study of 
the work of others, has led him to regard ventrosuspension 
of the uterus as on the whole the most satisfactory method 
of treatment. Outside of the usual reasons for operating 
upon a retrodisplaced uterus, Robb thinks that there are 
advantages in this special procedure, because of the possi- 
bility of treating in connection old inflammatory' conditions 
and a frequently diseased appendix. If the operation be 
properly performed, the abdominal pressure tends to ren- 
der the condition better all the time. If the uterus be put 
in a somewhat exaggerated position of anteflexion, it will 
tend better to keep its new position and there will be little 
strain on the newly formed peritoneal ligament. 

Interference with a future pregnancy has been urged as 
an argument against ventrosuspension. When this acci- 
dent has occurred, it has usually been due to adhesions 



a) American Gynecology, August, 1902. 
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between the uterus and the abdominal wall, which have 
followed a more or less localized infection at the time of 
operation. But not infrequently these results have been 
falsely attributed to suspension of the uterus, whereas they 
have been due to one of the fixation methods. Eobb denies 
the value of any procedure that aims at fixing the uterus 
close to the anterior abdominal wall — that would seem to 
be always objectionable. 

Ventrosuspension per Vaginam. A method of perform- 
ing ventroeuspension per vaginam is repori:ed by A. H. 
Ferguson.^ The indications for performing it are the same 
as for Kell/s ventrosuspension, the same objections obtain 
and the results cannot be different, Ferguson says that 
he does the operation, not by preference, but only when 
he is not allowed to open the abdominal wall for operation 
on the round ligaments, and when Webster^s operation of 
fixing the round ligaments to the posterior wall of the 
uterus through the vagina is not feasible. Operation: 
Perform anterior colpotomy and turn the utCTus out; 
fasten a long suture of chromof orm catgut to the posterior 
surface of the fundus ; insert a sound into the bladder and 
with it push that viscus to one side and down so as not 
to receive injury ; with a narrow-bladed knife make a small 
incision into the abdominal wall at the suprapubic fold 
without penetrating the peritoneum; pass a long curved 
blunt-pointed needle through the abdominal puncture and 
pierce the peritoneum between 2 fingers of the left hand 
that have been inserted through the vaginal incision to 
the anterior abdominal wall where the needle penetrates. 
The fingers feel the bladder and serve as an additional 
guide to protect it. The needle is allowed to pass behind 
the bladder and come out through the vagina by way of 
the colpotomy incision. Thread the needle with both ends 
of the suture and withdraw it through the abdominal 
puncture, then make tra-ction on the suture until the 
uterus is brought into its normal position. Each strand 
of the suture is now sewn through separate bits of the 



(1) American Journal of Obstetrics, August, 1902, p. 244. 
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linea alba and the suture finally emerges through a punc- 
ture in the skin. Horsehair sutures are used to close 
each puncture in the skin and a collodion dressing covers 
them. Two or three sutures are required to close the 
wound in the vaginal vault. 

Criticism on Ventrosuspension. A summary of opinion 
on ventrofixation and ventrosuspension of the uterus may 
be quoted from H. J. Kreutzmann.^ "Occasionally it is 
right to propose surgical rectification of a backward dis- 
placed uterus, fixed or movable. Such surgical rectifica- 
tion must be absolutely devoid of danger to the life and 
health of the patient, immediate or remote. In women of 
child-bearing age it must be free from danger of interfer- 
ing in the least with the normal progress of pregnancy and 
delivery. Ventrofixation and ventrosuspension of the 
uterus, as usually perfonned, are not thus devoid of dan- 
ger to life and health, nor are they free from menace to 
normal delivery. In vaginal fixation (in non-parous 
women) and in shortening the round ligaments (by either 
vaginal, intra-abdominal or inguinal route) we have at 
our disposal operations which, if properly selected, com- 
bine efficiency with absolute freedom from danger.^* 

Vaginal Fixation. Because of possible difficulty in a 
subsequent labor following the operation of vaginal fixa- 
tion, F. J. McCann^ has devised a modification of the 
methods of Diihrssen and Mackenrodt which have gained 
much favor in Grermany. According to these older 
methods the fundus is stitched to the vaginal wall. Mc- 
Cann^s operation is designed to leave the fundus free and 
is performed as follows: 

The patient being placed in the lithotomy position, with 
the pelvis raised, the cervix is drawn downwards with a 
vulselluan. The anterior vaginal wall being put on the 
stretch an incision is made in the middle line, from close 
to the urethral orifice to the junction of the cervix and 
vaginal wall. A transverse incision is now made in order 

<1) American Gynecology, October, 1902. 

(2) British Medical Journal, October 11, 1902. 
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to give more space for manipulation. The vaginW wall is 
then separated carefully from the bladder, care being taken 

Ao strip off as much tissue as possible in order to obtain a 
thick flap. 

The vaginal wall being separated from the bladder, the 
latter is next separated from the uterus, and the utero- 

. vesical peritoneal fold exposed. This fold can usually be 
pressed down with the index finger, and the peritoneum 
opened with scissors close to the uterus. If not the peri- 
toneum can be ca^ght with forceps and then opened. The 
opening in the peritoneum is enlarged, and a metal re^ 
tractor intlx)duced through the opening holds back the 
bladder and exposes the anterior surface of the uterus. 
The utems is grasped with a pair of bullet forceps just 
above the os internum, and its position rectified. 

A curved needle on a handle is passed through the 
anterior uterine wall, then threaded and withdrawn. This 
is repeated according to the number of stitches employed. 
Two or three have been inserted in the cases here nar- 
rated, one suture always being placed where the bullet 

. forceps are applied in order to control any bleeding which 
their temporary application may cause. 

The sutures at each end are then threaded through an 

. ordinary curved needle, which is in turn passed through 
the vaginal wall and tiie thread withdrawn. 

Before tightening the sutures the position of the uterus 
is again determined and if necessary corrected. Tlie tying 
of the sutures fixes the uterus and approximates the two 
sides of the incised vaginal wall. More accurate apposi- 
tion is ensured by the insertion of a few points of chromic 
eatgut suture. A gauze plug placed in the vagina com- 

, pletes the operation. 

. McCann has found a curved-handled needle (sharp), 
made like Macewen's hernia needle, to be very advan- 
tageous in doing this operation. By such an instrument 
a good grip of the anterior uterine w£ill can be o)3tai^ied, 
and the corkscrew curve at the upper end of the handle 
facilitates the rotatory movement of the needle, so thit its 
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eye can be readily seen and a thread passed through it. If 
an ordinary curved needle be \ised and passed through the 
vaginal wall and the uterus, too much tissue has to be taken 
up, thus militating against obtaining sufficient hold on the 
anterior uterine wall. In cases of narrow vagina the 
handled needle is doubly advantageous. The sutures used 
for fixation are of silkworm gut and are allowed to re- 
main in situ for fourteen days, when they are removed. 
It is better not to use buried fixation sutures, as they 
may cause some vesical irritation. Silk should certainly 
not be used, as it has a tendency to work its way into the 
bladder and even form the nucleus of a calculus. 

Indications for the operation: 

It must be clearly understood that vaginal fixation is not 
an operation • for prolapsus uteri. If undertaken where 
considerable uterine descent exists, nothing but failure 
can result. 

The operation is indicated : 

1. In cases of backward displacement causing symp- 
toms, where little or no prolapse exists. Here pessary 
treatment has probably been tried, and either failed to 
rectify the position of the uterus or no instrument can be 
worn, owing to the pain produced. 

2. Backward displacements causing dyspareunia, either 
from a tender uterus or tender prolapsed ovaries. 

3. Backward displacements where nervous symptoms 
arise as a result of prolonged instrumental treatment. 

4. Backward displacements associated with severe dys- 
menorrhea and sterility. 

5. Backward displacements with adhesions, but no 
definite inflammatory masses in the pelvis. 

6. In certain cases of cystocele. 

The technic of the operation is the same for each group 
of cases, except where retrouterine adhesions exist. In 
such cases the pouch of Douglas should be opened through 
the posterior vaginal culdesac, the adhesions separated, and 
a gauze drain introduced. The operation is then com- 
pleted as described. 
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It is safer to open and drain Douglas's poueli where ad- 
hesions exist, rather than to deal with them through the 
anterior opening. If any morbid condition of tube or 
ovary be present, it can be dealt with at the same time. 
Raising the pelvis during these manipulations will be 
found advantageous. 

Pregnancy after vaginal fixation: 

Several papers have been published in the German jour- 
nals describing the complications associated with child- 
birth following vaginal fixation. Although many of the 
eases fail to convince the impartial reader that the par- 
ticular complication was due to the previous fixation opera- 
tion, still, as pointed out, fixation of the uterine fundus 
and the remainder of the anterior uterine wall to the vag- 
inal wall must tend to disturb subsequent pregnancy and 
labor where such fixation has been effectual. 

If, however, the operation is performed as described in 
this paper, it is difficult to see how any trouble can subse- 
quently result. 

The operation of vaginal fixation presents ceri;ain ad- 
vantages over other methods of treatment. 

1. It permanently alters the position of the uterus, and 
the position so obtained approximates more closely to the 
normal than that after any other fixation operation. 

2. There is no abdominal scar. 

3. There is no tendency to hernia. 

4. The risk is only that of the anesthetic when the 
operation is performed by those skilled in vaginal surgery. 

It may be urged that this operation is difficult to per- 
form and injury to the bladder apt to occur. Such an 
accident is not likely to happen if due care be exercised. 

McCann has performed this operation twenty times. All 
the patients have recovered, and in no instance has there 
even been a rise of temperature after the operation. 

He believes that in all probability this operation will 
find favor with few, because of the inherent difficulties of 
its technic. Still repeated practice will soon overcome 
most of these. It will, however, always remain a pro- 
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cedure only to be adopted by those skilled in this class of 
operation. 

Bladder Conditions After Operation. The conditions of 
the bladder after operations which fix the uterus in a for- 
ward position are discussed by G. Kolischer.^ The inti- 
mate relation between the bladder and the uterus makes it 
easily understood that the bladder is greatly influenced in 
its circulation and function by all operations which serve 
to modify the topography of both these organs. First 
taking up the Alexander operation, Kolischer says that the 
experience of himself and others sliows that this opera- 
tion does not lead to any important changes in the condi- 
tions of the bladder. Capacity, expelling force, continence 
and cystoscopic appearance, except as to the bulge which 
the uterus makes after the operation in the bladder wall, 
are unchanged. 

However, abdominal hysteropexy, ventrosuspension and 
ventrofixation do often have a decided influence upon the 
circulation and function of the bladder. In some cases 
where the bkdder was normal before the operation, the 
urinary calls become more frequent. There may also be 
a lowering of resistance towards injurious agents, so that 
a slight cold will bring forth unpleasant vesical symp- 
toms. The cystoscopic appearance is that of extreme pale- 
ness of the mucosa, or the epithelium may appear swollen 
and soaked. Stretching of the muscular coat would be 
sufficient to account for frequency of urination. With- 
out accusing ventrosuspension in any general way, it may 
be said that in all cases where the uterus is lifted out of 
the pelvis to such an extent that the bladder becomes 
stretched, functional disorders will set in and the soil will 
be prepared for pathologic changes, or already existing 
pathologic processes will be increased in intensity. The 
result of treatment for these conditions is, of course, very 
unsatisfactory. 

Vaginal hysteropexy, whether we mean by that vaginal 
fixation or vaginal operations upon the ligaments, may 

(1) American Journal of Obstetrics, December, 1902. 
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affect the bladder directly from the operative procedure 
or from the dislocation of the bladder which may obtain. 
If during vaginal wx)rk only the connective tissue between 
bladder and uterus is severed, the bladder will not be af- 
fected. If, however, by getting too close, the bladder wall 
is injured there will arise a desquamative catarrh, which 
is as a rule very stubbarn, although in time it heals up 
without leaving permanent defects. Dislocation per se 
from the vaginal operation does not interfere with bladder 
function unless special complications arise. In certain 
cases the functional activity is improved. 

Inversion of Uterus. 

Operation. An improved technic for Thomas* opera- 
tion for reposition of the chronically inverted uterus, to- 
gether with a successful case is reported by E. W. Gush- 
ing.^ All other attempts at treatment having failed. Gush- 
ing opened the abdomen, and with the patient in the 
Trendelenburg position succeeded in 20 minutes in dilat- 
ing from the peritoneal side the funnel of uterine tissue 
so that the fundus could be gradually replaced. At first 
a Sims and later a Goodell dilator was used, with great 
care to avoid tearing the tissues. The uterus after reduc- 
tion was so poorly supported that the fundus was stitched 
to the abdominal wall. Convalescencu was uneventful. 
The cavity of the uterus was washed out repeatedly with an 
antiseptic solution. Hemorrhages from the uterus ceased. 

The Thomas method has failed in the hands of several 
good operators. Gushing lays stress upon the fact that he 
used the Trendelenburg position and pulled the uterus 
up into the abdominal wound so that dilatation of the fun- 
nel was done under accurate observation. 

Displacement of Tube and Ovary. 

Adnexopexy. Surgical elevation of the tube and ovary 
(the operation of adnexopexy) is advocated by H. S. 

(1) Boston Medical and Surgical Journal, February 13, 1902. 
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Beyea^ for, first, those cases of simple prolapse of the 
ovary and its correlated tube to the rectouterine plica or 
into the Douglas culdesac; and, second, those instances of 
more or less mild chronic inflammatory disease of the 
tube and ovary which have resulted in the same degree of 
prolapse and in which the pathologic changes present, are 
not sufficiently extensive or severe to demand the operation 
of salpingo-oophorectomy. The operation of adnexopexy 
is to be practiced alone or in conjunction with the other 
conservative operations on the tube and ovary as shall here- 
after be stated. 

The first class of cases, the simple prolapse of the ovary, 
as a result * of subinvolution after labor, Enlargement 
through over-development, symmetric hypertrophy, sim- 
ple follicular hypertrophy or its existence as a congenital 
displacement, is a rare condition, yet every practitioner 
of gynecology occasionally will have such a case under his 
care. The prolapse may be associated with no symptoms 
and require no treatment; on the other hand the woman's 
suffering may be extreme. There is pain whenever she is 
in the erect position. The pain is increased by walking, 
probably because the ovary is squeezed between the cervix 
and sacrum. Coitus sometimes causes pain. Pain begins 
with the movement of the bowels, and often lasts for one 
or two hours aften^^ards. It is dull and aching in char- 
acter, and is situated in the normal position of the ovary, 
radiating thence throughout the pelvis and extending 
down the thighs. It frequently produces faintness and 
nausea. There are often reflex disturbances, as great men^ 
tal depression, headache and indigestion. The presence 
of an ovary producing such symptoms can be the cause of 
abortion. The manual replacement of the ovary, replace- 
ment by gravity with the patient in the knee-chest posi- 
tion, and the application of local treatments, though given 
a thorough trial, usually fail to relieve the patient, and 
operative treatment becomes the only method of cure. The 
customary operation under such circumstances has been 

(1) American Medicine, June 28, 1902. 



214 DISPLACEMENTS. 

radical, oophorectomy or salpingo-oophorectomy. This pro- 
lapsed ovary, in Beyea's experience and according to modem 
pathologic studies, is, as a rule, not suflSciently diseased 
to indicate its removal, and if replaced permanently to 
normal position, the equilibrium of the arterial and venous 
blood supply would be restored, it would return to normal 
size and its function continue without symptom. The 
common pathologic changes in such an ovary are either 
primary, or through the dependent position, secondary 
hyperemia, venous stasis, followed by edema, symmetric, 
or follicular hypertrophy. When these changes have been 
long continued and are extensive, the ovary probably never 
returns to its former state of health, but its function re- 
mains, and without the production of symptoms. 

The second class of cases are of more frequent occur- 
rence. These are instances of chronic catarrhal salping- 
itis associated with a small amount of perisalpingitis and 
perioophoritis, with or without closure of the abdominal 
ostium of the tube. In the acute stage of the inflamma- 
tion, the tube and ovary have fallen to the position of 
prolapse and fine adhesions have formed, fixing them in 
this abnormal position. After the acute or subacute in- 
flammation has disappeared, because of the dependent 
position, the presence of chronic hyperemia and adhesions 
and more or less catarrhal inflammation of the tube con- 
tinues, with usually the secondary changes in the ovary 
already described. 

The elevation here restores the equilibrium of the blood 
supply, and thus places the organ in the most favorable 
position for regaining a healthy state. It prevents the 
adnexa from again dropping into the original position and 
becoming adherent. The ovary and tube now being in 
contact with the m'oving intestines, are much less apt to 
become adherent to the surrounding structures. The ele- 
vation makes x>ossible the preservation of adnexa which 
would otherwise be sacrificed. 

The technic of this operation is as follows : After open- 
ing the abdomen any adhesions to the prolapsed ovary and 
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tube are carefully separated and any necessary conserva- 
tive operatioDs performed. The fimbriated extremity of 
the tube is caught and dvawn forward^ exposing the sus- 
pensory ligament. A fine silk suture is placed through a 
small portion of the tubal end of the suspensory ligament, 
and then through the ligament near its pelvic attachment. 
Similarly, two or three sutures, or a suflBcient number to 
close the fold made in the ligament, are placed below this 
one. The sutures are then tied. Care is taken not to in- 
clude the ovarian artery or cx)nstrict it in the suturing. 
The position of the first suture will depend upon the de- 
gree of elevation of the adnexa desired, sometimes upon 
the length of the ligament and the amount of elevation 
gained by placing the first suture as described. It maj be 
necessary to include in the suture the tuboovarian ligament 
to attain adequate elevation. Recently a continuous fine 
silk suture has been employed instead of the interrupted. 
The comtinuous suture is begun in the center of the loop 
of the ligament and proceeds, catching the ligament on 
each side, until the same result is gained. In two ca^es 
in which both ovaries were prolapsed with retroversion of 
the uterus the ovaries remained in Douglas's culdesac after 
performing ventrosuspension of the uterus, and therefore 
in conjunction with the suspension of the uterus the ova- 
ries were elevated. Such a case was described and operated 
upon by Sanger. In another instance in which the uterus 
was retroverted to the second degree, after elevating the 
adnexa it was found impossible to retrovert the uterus as 
before. It would seem that the performance of this opera- 
tion on both sides might well l)e employed to restore a 
retroverted uterus to normal position, particularly in thos3 
cases in which the ovaries remain prolapswl after the 
uterus is brought forward to normal [position. It appear- 
to be equal in its advantages in this last direction to any 
of the intra-abdominal m<?thods of shortening the round 
ligaments. 

The practical rr^sults of adnexopexy have thus far been 
most satisfactorv. In the fir.-t clans of cases it has been 
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performed on 10 women (Sanger, 2; Hirst, 3; Beyea, 5), 
in all of which the various local treatments and manual 
means of replacement failed after a considerable length of 
time to relieve the patients. Adnexopexv was performed 
alone in four of the cases, with resection of the ovary in 
one, with separation of fine adhesions from both ovaries 
and ignipuncture in one, with v^itrosuspension of the 
uterus in two, and with repair of the cervix and perineum 
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in two. The operation was performed on both sides in 
three cases. The report is that all 10 patients have been 
completely relieved of s^Tnptoms, and a pelvic examina- 
tion made in four of the eases revealed the ovary in the 
normal position when ft could be felt at all. In the second 
class of cases the operation was performed on 12 women. 
These 12 oases reprefsent, as will be appreciated, the 
most conservative treatment of inflammatorv disease of 
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the tube and ovary. That the conservatism vras justi- 
fiable is shown in the fact that in all but one of the cases 
for a number of months no symptoms have returned and 
the patient^s health has been restored. 

B. C. Hirst/ in commenting on this paper, says that he 
has performed this operation in a number of cases with 
the most satisfactory results. In intractable cases of retro- 
version of the uterus, associated with prolapse of both 
ovaries behind and below the womb, the suspension of the 
uterus and both inf undibulopelvic ligaments gives the most 
satisfactory physical and symptomatic results. One of his 
cases has been since safely delivered. 

Diagnosis. On account of the diagnostic errors to which 
they have led, Eose^ thinks that anomalous positions of the 
ovary merit more attention than they have hitherto re- 
ceived. He reports a case of a girl of 22 who suffered 
from intolerable pains in her left hypogastrium, which did 
not yield to the most varied treatment. Rose oj)en(Hl her 
abdomen under the belief that the case was one of ureteral 
calculus. The supposed calculus turned out to be the ovary 
bound down to the psoas muscle by a thick fold of perito- 
neum. The division of the retaining ])and and the reposi- 
tion of the ovary gave complete relief. Another ease in 
which the trouble was a small eolid tumor at the left exter- 
nal abdominal ring, in its extreme sensibility resembling a 
neuroma, proved on incision to be a case of strangulation 
of the ovary by the inguinal ring. Here also eoinpleto cure 
vras obtained by the reduction of the prolapsed organ, 
r.Uhough it was considerably deformed by pressure. 

(1) American Medicine, July 12, 1902. 

(2) Semaine m^dicale, 1902, pa^^e 56, abstract British Gynecological 
Journal, May, 1902. 
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PAET VI. 
DISOBDEBS OF MENSTBUATIGN. STEBIUTY. 

Menstbuation. 

Physiology of Henstruation. The agreement of a num- 
ber of competent observers seems to have demonstrated 
beyond doubt that menstruation is not a shedding process 
of the uterine mucosa, that the loss of epithelium is purely 
accidental and limited. Palmer Findley^ reports on the 
uterine mucosa of 3 cases in which the uteri were removed 
during different stages of menstruation — the menstrual 
type being normal. His findings corroborate Gebhard^s 
description of menstruation. The same had been 
previously confirmed by a number of others. Earlier ob- 
servations which led to the commonly accepted idea of 
menstruation were all based on abnormal conditions and 
on faulty technic. Gebhard^s findings which represent, 
then, the most scientific view of normal menstruation 
necessitate the division of the process into 3 stages: 

"1. The stage of premenstrual congestion, in which the 
capillaries of the mucosa are congested; a serous or sero- 
sanguineous exudate infiltrates the stroma of the mucosa, 
widening the intercellular spaces ; later the blood leaves the 
capillaries and infiltrates the stroma, gravitating in the 
direction of least resistance, i. e,, toward the uterine cav- 
ity, and forming a collection of blood beneath the surface 
epithelium. 

"2. The stage of active hemorrhage, in which the blood 
is forced between the epithelial cells into the uterine cav- 
ity; here and there the epithelium is lifted from its bed, 
the continuity of the surface is broken, and bits of epithe- 
lium are accidentally broken off and are carried with the 

(1) American Journal of Obstetrics, April, 1902. 
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menstrual flow. Blood may also find its way into the 
gland lumina. 

"3, The stage of postmenstrual involution, in which the 
blood vessels become less engorged; blood is no longer ex- 
tra vasated into the connective-tissue spaces ; the blood left 
in the stroma is slowly absorbed; the surface epithelium 
lifted from its bed resumes its former place, and lost 
epithelium is rapidly regenerated from adjacent epithelial 
surfaces/' 

The Age of Puberty. Very interesting papers upon the 
subject of the age of first menstruation have been forth- 
coming from G. J. Engelmann.^ At the International 
Congress in Home he presented statistics upon the time of 
puberty in the extremes of latitude and climate. The 
statement has been handed from text book to text book 
that in the tropics menstruation begins from the 9th to 
the 10th year, and in the Northlands as late as the 18th 
to 20th year. But the fact is that neither rule is correct. 
The negresses of East Africa first menstruate at about the 
16th year, thus corresponding closely with the Laplanders, 
while on the other hand the Esquimaux and the Hindus 
develop sexually at about the 12th year. There are a num- 
ber of factors besides that of climate which come into play 
in the determination of the pubertal age. In the same 
zone there is a great deal of difference between races. 
Nourishment has much to do with the advent, as, for in- 
stance, the rich, fat food of the Esquimaux may account 
for their early menstruation. Other conditions, such, for 
example, as that of a sluggish nervous system may account 
for late development among the aboriginal negroes. It 
is curious to note that in the new world the same races 
develop considerably earlier than in their home countries. 
Temperatures, when other conditions are equal, do play a 
considerable role, even the season has something to do 
with it, for menstruation usually begins during the sum- 
mer. 

Another scientific study, this time of the age of 

(1) Centralblatt fur Gynakologie, 1902, No. 46. 
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first menstruation on the Nortti American Continent, has 
been presented by Engelmann.^ From a long article full of 
interesting observations^ Engelmann gathers the most im- 
portant points in the following resiun^: 

''A careful review of the facts presented shows the ex- 
ceptional position of American women, as to the time of 
functional development, very much more precocious than 
the women of other continents in the same region of the 
temperate zone, more precociotis than the peoples from 
whom they have sprung — ^an average age of 14 on this con- 
tinent and of 15.5 in Europe — the present inhabitants of 
this country are more like the true native American, the 
American Indian, who matures at an earlier age than the 
people of any other land in the temperate zone. Then, too, 
there is but little difference between the extremes in this 
country — at most one year, from 13.5 in the girl of high- 
est refinement and education, to 14.5, which is the period 
for the American born of Irish and German parentage 
among the laboring classes; practically the difference ii4 
only 0.5 year — 13.8 among the mass of school girls to 14.3, 
the average age for the great body of laboring women. 

"Climate does not appreciably influence pubertal de- 
velopment within the temperate regions of the North 
American Continent; the age of first menstruation is the 
same (14.3) among the laboring classes in Ottawa, Mont- 
real, Boston, and St. Louis ; women of the same class and 
group attain puberty at the same age, whether in the north- 
ern regions of Canada or the warmer climates of the 
Middle States. Racial characteristics, well-marked in 
European countries, here rapidly fade away, barely notice- 
able in the very first generation. 

"The native American is more precocious than the Amer- 
ican bom of foreign parents; but the latter, while some- 
what later than the girl of American parentage, much more 
closely approximates her than she does the woman of her 
native country. The difference due to social status as in- 
dicated by the laboring class of the dispensary and the 

(1) New York Medical Journal, February 8 and 15, 1902. 
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better situated from private practice is inappreciable — 14.2 
and 14.3 — while in European countries this causes a differ- 
ence of fully two years in the time of pubertal development 
— frequently more. 

^^ Climate here has practically no infliience; race, very 
little; mentality, surroundings, education, and nerve stimu- 
lation stand out prominently in this country as the factors 
which determine precocity/' 

The practical lesson from all this bears on preventive 
gynecology, on when it must make its first and most 
effective impress. It is a matter of great importance to the 
girl, the educator and the community. The vitality or 
life intensity is at its highest during the prepubertal 
period, and the sensitiveness of the system to impressions, 
mental and physical, is higher between the 10th and 15th 
years than at any time of life. The susceptibility to 
colds, headaches, neuroses, such as those marked by stut- 
tering and hysteria, seems to reach its apex just preceding 
puberty. The educator and the parent should guard the 
child all through the pubertal period and accord her the 
consideration which is due this eventful epoch, for the 
sake of the health and happiness of the young woman 
and her future children. 

Sexual Precocity. Precocious sexual development is 
discussed by W. E. Williams^ in an article which includes 
short abstracts of 104 cases, 83 of them being females. 
Pregnancy has been observed, it seems, as early as the 
eighth and ninth years. In these cases sexual precocity was 
noted from birth. Williams cites 13 cases of precocious 
sexual development with concomitant intra-abdominal tu- 
mor. The precocity in these instances consisted in the adult 
structure of the external genitalia, the growth of pubic 
hair, sometimes enlarged mammae and sometimes menstru- 
ation. This group of cases includes patients as young as 
2 years. A list of 59 cases is given of girls who have 
menstruated regularly before the age of 7. Of course this 
list does not include any cases of transitory vaginal hemor- 

(1) BriUsh Gynecological Journal, May, 1902. 
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rhage in newly born children. From Williams' study, it 
appears that these anomalous children generally come of 
large families, but it seldom happens that more than 
one child in the family is thus affected. In a few in- 
stances one of the parents had been similarly precocious. 
It is a curious fact that in female infants, sexual pre- 
cocity is comparatively seldom correlated with any such 
great increase in the general development of the body, 
especially of the muscular and skeletal systems, as is com- 
monly seen iinder similar circumstances in males. This 
difference may be due to the sexual development being 
relatively more completely evolved in the female than in 
the male. It accords with this fact that precocious ma- 
ternity is of much commoner occurrence than precocious 
paternity; the earliest age at which girls have been known 
to conceive is 8 years, the earliest age at which boys have 
proved virile is about 13 years. 

The mental qualities of these anomalous children never 
correspond to their sexual or bodily development; 
either they have the childlike psychical qualities of their 
age, or they are unusually dull, mentally defective or even 
idiotic. Sexual precocity is not incompatible with healthi- 
ness, but most of those affected have bad health and they 
are generally shortlived — "early ripe, early rotten.'^ In- 
fants of this kind seldom manifest passion for the opposite 
sex in a degree at all proportionate to their physical pre- 
cocity, but they are often addicted to self-abuse. 

In connection wdth this subject it is interesting to note 
that female precocity of the less extreme kind, such as 
that which supervenes between the tenth year and the 
normal period of puberty is generally indicative of nutri- 
tive vigor and vitality in excess of the average. Preco- 
ciously evolved females of this sort generally marry earlier 
and have more children than the average. 

The Menopause. Some considerations of the menopause 
are offered by L. Kleinwachter^ from a study of the 739 
cases which have consulted him at that period of life. At 

(1) Zeitschrift ftir Geburtshilfe und Gynakologle, Band 47. Heft 1. 
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the beginning it is to be noted that 80 per cent of Klein- 
wachter's material was of the Jewish race. Leaving out 
all cases where the advent of the climacteric was influ- 
enced by disease, and taking into account the fact that 
the physician sees especially the abnormal cases, Klein- 
wachter still believes that a very early menopause is not 
rarely observed and that it oc^curs fairly frequently in 
the first years of the fifth decade without any pathologic 
process being at fault. He has seen 18 cases, without ap- 
parently the presence of influencing morbid conditions, 
where the menopause took place between 20 and 30 years 
of age, 50 cases between 30 and 40, 62 cases between 41 
and 44. He regards the years 45 to 50 as the normal 
physiologic period for the event. 

Klednwachter proceeds to enumerate various causes for 
the premature advent of the menopause. Among these 
is profuse metrorrhagia taking place at full term or with 
premature delivery. This has seemed to be the immediate 
cause of complete cessation of the menses which occurred 
directly after the puerperium in 5 of his cases. 

Protracted lactation, that is, when children are fed long 
at the breast and pregnancies follow each other rapidly, 
leads sometimes to atrophy of the uterus and consequent 
failure of the menses. Kleinwachter has observed 8 such 
cases, one as young as 20 years old, two of 23 and one 
of 25 years. 

Puerperal fever sometimes may lead to complete func- 
tional inactivity of the internal generative organs, and, 
of course, is a greater misfortune the earlier it occurs. 
This unfortunate result took place in the 24th year of 
one of the author's cases. 

Heredity may be held responsible in certain cases of 
premature menopause, as Kleinwachter has found by in- 
vestigation of the family history of his patients. Three 
cases, gynecologically normal and having gone through 
normal pregnancies, passed through the climacteric be- 
tween the 35th and 41st years, each belonging to families 
in which this phenomenon was an established occurrence. 
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Hyperinvolution of the uterus with consequent irrepar- 
able atrophy of the uterus and ovaries following a per- 
fectly normal pregnancy, also is a rare cause of an early 
menopause. The author has seen one such case. 

The duration of menstrual life in an infantile uterus 
we should expect to be contracted. Kleinwachter reports 
2 striking cases with which he was long acquainted. In 
both, puberty came on about the 17th year and the mepo- 
pause in one at the 28th and the other at the 39th year. 

In some cases which have come to operation and all 
other likely causes failed to explain, Kleinwachter has 
come to the conclusion from his findings that pvemature 
menopause was due to sclerotic degeneration of the ovary 
following a gonorrheal oophoritis. 

In very rare cases operative invasions, obstetric or g}Tieca- 
logic, of the uterus may induce menstruation to cease. 
Several authors report cases where the manual freeing of 
the placenta caused a permanent atrophy of the uterus 
and secondarily of the ovaries. Kleinwachter confirms this 
with 2 cases. Curcttemcnt «o complete that no mucosa 
is left from which new endometrium may be regenerated 
or so harsh that atresia is brought about, has also led to 
a number of early terminations of menstrual life. Klein- 
wachter fully establishes the fact that giving birth to 
many children has no direct influence upon the establish- 
ment of the menopause, indeed, the great vitality of the 
generative organs which leads to a large number of preg- 
nancies itself bespeaks logically the long continuance of 
the menstrual function. Chronic diseases of other organs 
than those of the sexual system are well known to directly 
influence the onset of the menopause by inducing amenor- 
rhea followed by atrophy of the uterus and ovaries. This 
has been observed in chronic catarrhal gastritis and enter- 
itis, in cases of cirrhosis of the liver, rarely in valvular 
diseases of the heart. 

From these data it seems to Kleinwachter that the mode 
of onset of the menopause is considerably modified by the 
age at which it takes place. The younger the woman is. 



DYSMENORRHEA. 225 

the less tendency towards the production of a true climac- 
teric, probably because the functional activity of the ova;rie8 
has more frequently been annihilated by an acute process. 
When a woman of 45 years or more becomes pregnant 
there seems to be a considerable likelihood of premature 
expulsion of the ovum. In 13 such cases Kleinwachter ob- 
served 6 abortions. 

Amenorrhea. 

The significance of amenorrhea in phthisical women 
has been the subject of a short controversy between A.E. 
Neumann and L. Pincus.^ Pincus recommends steriliza- 
tion of patients with desperate chronic diseases. In his 
opinion cessation of menstruation such as occurs in con- 
sumptives is an effort of nature to save the strength of 
the individual. Neumann takes direct issue with him 
upon this point and says that amenorrhea in phthisis is 
an ominous symptom. The contention that cessation of 
the menses is a conservative process is nothing but conjec- 
ture. As a matter of fact, and as Pincus himself acknowl- 
edges, amenorrhea is frequently a symptom of advanced 
destruction of the tuberculous organs and therefore proba- 
bly is merely one among many signs of failing strength. 

Dysmenorrhea. 

Etiology and Treatment. From the basis of a rich 
clinical experience, M. de Leon^ has concluded that out- 
side of very exceptional cases of faulty development, the 
mechanical theory of dysmenorrhea is altogether wrong. 
Menstrual cramps are not caused by hindrance to the out- 
flow of blood, but rather because the uterus as a whole or 
in part contracts. Out of 147 patients who came to con- 
sultation entirely on account of severe dysmenorrhea, 128 
were found to be suffering from endometritis of various 



a) Centralblatt fflr Gyn&kologie, 1902. Nos. 3. 12, 22. 29. 
(2) Centralblatt far Qyn&kologie. 1902, No. 46. 
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types, which was always recognizable by profuse menstrua- 
tion, usually with the expulsion of blood clots, or through 
increased secretion from the mucous membrane. While the 
cramps were most severe during menstruation, still in the 
intermenstrual period, when there was profuse secretion 
of mucug, the pains were also perceptible. Painful con- 
tractions were also called forth when the uterine mucous 
membrane was irritated by the sound. In numerous cases, 
de Leon made the convincing observation that during men- 
struation itself there was absolutely no obstruction to the 
passage of the sound. 

In 15 other cases which suffered from worse symptoms, 
vomiting, headache, dizziness, fainting, it was found that 
there was no abnormal amount of menstrual blood and no 
observable pathologic condition of the genital organs. Out- 
side of the menstrual period it was found possible to pass 
a sound into the uterus without any trouble, but during 
the menstrual period resistance, quite impossible to over- 
come with the sound, was found at the internal os. This de 
Leon regards as a distinct ailment and names it hystero- 
spasmus. Why when the genital apparatus is equally in- 
tact one individual should suffer from pain when the uterus 
contracts and in another person the same contraction be 
unnoticed, de Leon hardly ventures to say. But it is certain 
that the painful contractions occur most frequently in 
women who suffer from functional disturbances of the cen- 
tral nervous system, particularly in cases of hysteria and 
neurasthenia. 

From certain rare, but very clear clinical observations, 
de Leon says that he does not longer doubt the existence of 
dysmenorrhea of an ovarian type. 

From the foregoing observations it is evident that one 
cannot logically speak of any general treatment of dys- 
menorrhea. The treatment of endometric dysmenorrhea is 
cauterization or curettage of the endometrium; this fre- 
quently gives complete relief. If the results of this treat- 
ment are nil, then probably the trouble is due to hystero- 
spasmus. Without deprecating treatment of the general 
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system, including nervous conditions, the author is of the 
opinion that in all of these last cases no final satisfactory 
result will be reached without attention to local condi- 
tions. He advocates hyperextension of the internal os, con- 
tinued long enough to bring about complete disabling of 
the sphincter of the interrnal os. For this purpose he first 
introduces a laminaria dilator which remains for 24 hours, 
then he dilates with the Hegar dilators up to sizes 18 or 
20. Finally he introduces a Fritsch tampon which is re- 
moved every 3 days, usually requiring 6 renewals. Then 
for 2 months, the patient comes twice a week to have a 
dilator No. 8 introduced. When this can be done without 
pain, treatment is discontinued. If at the next menstrual 
period, there is any remnant of the dysmenorrhea*, again 
for 3 weeks the No. 8 dilator is introduced twice a week. 
De Leon has found this method extremely satisfactory. 

Indications for Operation. The indications for opera- 
tion in cases of dysmenorrhea are defined as follows by 
G. Kolischer:^ 

Under the term dysmenorrhea are, as a rule, embraced 
all conditions which cause extreme discomfort and pain 
immediately before and during menstruation. The term 
dysmenorrhea, in a strict sense, should be reserved for those 
menstrual troubles which are due to certain nervous, 
nutritive, or mechanical changes in the uterus proper, 
and which are characterized by one leading symptom — 
the spasmodic, painful contractions of the uterine body. 

Nervous and nutritive dysmenorrhea, the latter either 
due to a general anemia, or to hypoplasia of the uterus, 
jrield readily to appropriate treatment. Nervines and 
hydrotherapy in the first group, Thure Brandt's massage, 
resistive gymnastics, bicycle riding in the second group. 
Apostoli's electric treatment, although frequently success- 
ful, has decided disadvantages. It is not free from the 
dangers of subsequent infection and inflammation and 
necessitates in virginal patients the laceration or extreme 
dilatation of the hymen. 

0) Chicago Medical Recorder, November, 1902. 
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Mechanical dysmenorrhea is based either on an abnormal 
tightness of the internal os or the general narrowing of the 
cervical canal. In the latter cases the cervical tissue is, 
as a rule, very rigid. By these conditions the flow is par- 
tially retained in the uterine cavity, thus giving rise to 
painful contractions. Or the general narrowing of the 
cervical canal does not give space enough for the mucosa, 
swollen by the menstrual congestion, so that the stretch- 
ing of the cervix adds to the discomfort 

The anteflexion, so generally accused as ' cause of 
mechanical dysmenorrhea, has nothing at all to do with 
this condition. Mechanical dysmenorrhea is observed 
equally frequently in straight and retroflected uteri, while 
even extreme anteflexion, provided cervix and mucosa are 
normal, does not cause dysmenorrhea. 

The diagnosis of mechanical obstruction is made by 
sounding, and occasionally by inspecting the cervix during 
the early stages of menstruation. In some cases we see the 
swollen mucosa protrude from the external os. Dilatation 
of the cervix and incision of the junction between cervix 
and body have, if any at all, temporary effect only. It is 
necessary to resort to plastic operations in order to secure 
a certain and permanent relief. The operations devised 
by Defontaine, Snegiereff, Alexandroff and others do not 
seem to answer this demand. The author employs a 
method which consists in splitting open the cervix by 
bilateral incisions and excision of a wedge-shaped piece 
of the tissue from either side. In case of necessity this 
excision can be carried through around the whole circum- 
ference of the cervical canal. The incision wounds are 
afterwards closed by sutures. In 47 cases collected in the 
last seven years the result was in all but one case absolutely 
perfect, and up to date no relapse has been observed. The 
last mentioned case became infected in some way or other 
so that inflammatory and edematous conditions of the 
concerned parts still prevail thus causing, up to this time, 
absolute failure, so far as relief of the dysmenorrhea is 
concerned. In three of the operated cases, pregnancy and 
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easy confinement followed the operation after two, five and 
six years^ matrimonial sterility respectively. The author 
wants the operation employed only in properly selected 
cases of mechanical dysmenorrhea when all the other 
bloodless methods have been tried and failed. The hymen 
should only be destroyed by the surgeon after the patienc 
has been fully made to understand the importance of this 
step. 

Nasal Dysmenorrhea. The subject of nasal dysmenor- 
rhea which we reported in our last Year Book of Gyne- 
cology has since been written upon by several other 
gynecologists; the most thorough of the investigations 
seems to have been carried on by F. Linder.^ This writer 
says that many difficulties stand in the way of a satisfac- 
tory theoretical basis for the nasal therapy of dysmenor- 
rhea, but that in actual practice such results are obtained 
that the method is very commendable from the side of both 
the doctor and th^ patient. Even were it proved, which 
seems very unlikely, that the good efifeet is merely sugges- 
tion, still the method would be worth much for obtaining 
the practical results which it surely produces. 

Linder^s own investigations were directed towards de- 
ciding, if possible, the part that suggestion might play in 
this treatment. After he had found by experience that the 
application of cocain to the nasal mucous membrane re- 
lieved dysmenorrhea, he took 16 cases in whom dysmenor- 
rhea had been for a long time the regular and severe ac- 
companiment of the menstrual period. These were dili- 
gently investigated in regard to the nature and seat of 
the pain, and the nose in each case was examined for areas 
of hyperesthesia. Such areas were frequently found, but 
not in the opinion of Linder with sufficient regularity to 
regard them as holding specific relationship to the 
dysmenorrhea. Hyperesthetic areas are very frequently 
found by rhinologists and are generally to be regarded as 
merely physiologic phenomena. The patients then went 
through a monthly period without treatment and were 

(1) Miinchener medicinische Wochenschrift, June 3, 1902. 
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afterward questioned in regard to their pain. In a few the 
examination itself seemed to have been somewhat effective, 
for they reported diminution of pain. However, this did 
not last long. Next, the entire series were treated by the 
application of a few drops of a 10 to 20 per cent solution of 
cocain upon the hyperesthelic spots. This was repeated in 
a few minutes. Precaution was taken to prevent absorp- 
tion of the solution from a large area of the mucous mem- 
brane so as to avoid intoxication. In 4 of the cases there 
was no apparent effect, in 2 so much pain arose from the 
application that the procedure was not carried out. In 10 
cases the pain was practically removed and remained away 
for as long as 24 hours. The following evening the pain 
returned. The same 10 cases were now treated with plain 
water, secretly substituted for cocain solution. In 2 of 
the cases the effect was equal to that of the previous cocain 
treatment, in 8 cases the plain water had little or no effect, 
but when a second application was made, this time of the 
cocain solution, the pain was again removed. The next 
evening the patients were told that water was to be ap- 
plied instead of the cocain solution, and now its applica- 
tion had no effect in any case. Immediately afterwards 
the water which had been applied on the previous even- 
ing and which was believed by the patients to be the true 
medicament was again applied with results similar to those 
experienced 24 hours before. 

These investigations, thinks Linder, show that while 
suggestion plays a part in some cases, still it is not the 
principal feature of the treatment. Besides, we know that 
water is not an indifferent substance for the mucous mem- 
brane. It acts as an astringent and a sedative. As a 
result of his work Linder says that the theoretic ques- 
tion of a nasal dysmenorrhea remains for him in suspensio, 
but of one thing he is certain, that is the good practical 
result of nasal therapy in dysmenorrhea. 

Immediate Treatment. For immediate treatment of the 
numerous cases of dysmenorrhea which demand relief of 
pain before any exact diagnosis can be made or in which 



DYSMENORRHEA. 231 

on account of virginity an examination is either very dif- 
ficult and unsatisfactory or is not permitted at all, 0. 
FrankP warmly recommends dionin. Numerous observerb 
have testified to the great value of this remedy admin- 
istered internally, subcutaneously or rectally for the relief 
of pain. A few others besides Frankl have discovered its 
great worth in gynecologic practice. While dionin has 
some narcotic as well as analgesic effect, still the sleep it 
produces is not the heavy sleep of morphin. The use of 
it is not followed by the sense of well-being which morphin 
gives, nor is there any after-effect of malaise and vomiting. 
Dionin may be given repeatedly without inducing constipa- 
tion. Some observers have warned about giving dionin 
freely to patients with weak heart action. A prompt 
analgesic action in cases of dysmenorrhea and pelvic in- 
flammation followed the use of anal suppositories contain- 
ing 0.04 (grains |) dionin in 2.0 grams (grains 30) cocoa 
butter. The dose internally is :J: to ^ grain several times a 
day. 

Of course any scientific physician will, recognize this a*? 
a mere palliative treatment, says Frankl, and will if pos- 
sible undertake a more thorough relief for the morbid con- 
ditions present. 

For nervous dysmenorrhea 0. Lehmann^ uses aspirin 
with good effect. He begins with 1 gram and continues 
with 0.5 gm. every hour if necessary until 2 or 3 grams are 
given. In severe cases as a prophylactic he prescribes 
doses of 1 gram three times daily before menstruation. 

Mittelschmerz. A case of periodic intermenstrual pain 
(Mittelschmerz), resembling the pain of obstructive dys- 
menorrhea, cured by successive oophorectomies is reported 
by H. R. A. Whitelocke.3 From the age of 15 to 26 years, 
when she came under the care of this writer, the patient 
had suffered regularly from severe colicky pelvic pains 
which began always 10 days before the menstrual period 



(1) Therapeutische Monatshefte, June, 1902. 

(2) Deutsche medicinische Wochenschrift, August 7, 1902. 

(3) British Medical Journal, October 11, 1902. 
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and lasted until 24 hours before the uterine discharge 
began. She had been under all sorts of general and local 
treatment without relief, and life was now a burden to her. 
Examination showed an enlarged cystic ovary which was 
removed together with the tube on that side. The inter- 
menstrual pain now grew slightly less. Eighteen months 
later the uterus was found to be enlarged, presumably with 
a myoma, and the remaining ovary had grown to the size 
of an orange. The other ovary and tube were now re- 
moved with the result that the uterine tumor rapidly di- 
minished in size, menstruation ceased, and all pain dis- 
appeared. 

The same subject is discussed by Jennie G. Drennan.^ 
This author notes that ordinarily the pain lasts for 2 da}**, 
and comes on from 12 to 16 days from the commencement 
of the preceding menstruation. Drennan considers that 
the pain is coincident with the escape of the unimpreg- 
nated ovum from the uterus. She has had one case in a 
highly neurotic woman and here she thinks the direct 
cause of the intermenstrual pain was spasm of the internal 
06 due to the irritable condition of the uterus at the time 
when the ovum escaped. Recovery was made under gen- 
eral tonic treatment. There is, however, another theory 
based upon the possible coincidence of ovulation and mit- 
telschmerz — the direct cause of the pain is then considered 
to be colicky contractions of the Fallopian tube while the 
ovum is passing through it. 

[The editor does not consider that any of the alleged 
causes of mittelschmerz satisfactorily explain the condition. 
He has tried the various forms of treatment recommended, 
save removal of the appendages on both sides, and has 
never known anything to do good. He reported one case 
of apparent cure after a flexed uterus was supported by 
hysterorrhaphy and a slightly dilated tube was removed 
together with the adjacent ovary which was microcystic. 
Tlie appendages on the other side were healthy and there- 



0) Medical News, January 10, 1908. 
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fore were not removed. In this ease the mittelsehmerz 
returned in full force after 3 or 4 months.] 

Sterility. 

Cause and Treatment. A large number of possible 
causes of sterility in the female are enumerated by H. L. 
Kistler/ and from consideration of these causes he draws 
the following conclusions : 

(1.) The great majority of cases of sterility are do- 
pendent upon slight causes. 

(2.) The greater number of cases are curable. 

(3.) Many apparently hopeless cases are curable. 

(4.) Length of time a case has persisted is no bar to 
treatment, providing organic change has not obtained 
which precludes possibility of cure. 

(5.) Treatment used must always depend upon the 
case in hand. 

Operative Treatment. The question, Is it justifiable to 
enter the peritoneal cavity by vaginal section for the un- 
complicated symptom of sterility? is asked by J. R. 
Goffe^ and answered in the affirmative. He reports 4 
cases upon which he operated for the symptom of sterility 
alone, and in 3 of the cases later the women became preg- 
nant. He thinks that the work done upon the tubes and 
ovaries, loosening adhesions, etc., was the efficient cause of 
the cure. 

The restoration of function of the uterine appendages 
in an attempt to cure sterility is the subject of a paper by 
W. M. Polk.3 

The mere freeing of these organs from adhesions, so as 
to restore them as far as possible to their normal position 
and direction, seems all that is needed in many instances, 
care being taken to open up the fimbriated ends when they 
are closed or partially closed. But if pyosalpinx, hydro- 



a) Medical News, October 12, 1902. 

(2) Journal of the American Medical Association, August 3, 1902. 

(3) Medical Record. December 6, 1902. 
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salpinx, or hematosalpinx be present, then it seems proper 
to remove all the dilated portion, leaving the cut end of 
the tube free. The mucous membrane of the tube in such 
cases always protrudes, a fact which no doubt accounts for 
the continued patency which prevailed in the cases cited 
above. In such cases as become pregnant in spite of the 
only remaining tube being ligated, it is evident that the 
ligature cut through the tube, leaving the uterine end 
open — ^as much open, in fact, as if it had been left so by de- 
sign. Some operators stitch the open infundibulum to the 
surface of the ovary, but this hardly seems necessary if the 
normal connections between these organs are intact. If 
not, then the cut end of the tube must be brought close to 
the ovary by shortening the mesosalpinx. Everting the 
opened end of the tube and stitching the lining membrane 
to the outer surface seems necessary when any part of the 
infundibulum is to remain, or when the fimbriae have been 
destroyed. When the entire infundibulum is removed, 
the pouting of the lining membrane appears to be sufficient 
to insure patency, but even if it should not be, the surface 
is too minute to tolerate the added irritation of a suture: 
The problems of the cause and cure for sterility were 
quite well threshed over in a recent meeting of the Berlin 
Gynecological Society.^ Jaquet presented a paper on dis- 
cission of the cervix. The indications for this operation in 
his opinion rest entirely upon the finding of a stenosis of 
the external os in a married woman who is a sufferer from 
dysmenorrhea and who after some years of married life 
has not borne any children. The diagnosis of such a 
stenosis is made by digital examination, the use of a specu- 
lum and, finally, the introduction of a sound. The con- 
traindications to the operation consist chiefly in the pres- 
ence of pathologic conditions of the uterus and adnexa. 
The operation of discission is undertaken after a thor- 
ough curettement, or in cases where the cervical stenosis is 
of high grade, the use of the curette is deferred until the 
cervical canal is widened by the discission. The cervix is 

(1) Zeitschrift fiir Geburtshilfe und Gynftkologle, Band 47, Heft 1. 
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cut through on each side quite down to the attachment of 
the vagina. Then a wedge-shaped excision of the wound 
surfaces is made while the anterior and posterior lips are 
held apart by bullet forceps. This excision is made at 
right angles to the surface. Finally the cervical mucous 
membrane is sewn to the vaginal mucous membrane with 
the stitches taken transversely so that no raw surfaces are 
left to grow together again. Jaquet uses silk for the first 
suture in the middle of each side and then takes six moni 
stitches of catgut placing them close above and below the 
first one. In order to avoid unnecessary bleeding one side 
is entirely sutured before the wedge-shaped excision of the 
other side is made. When the cervical canal is extremely 
small it may be necessary to dilate it with small sounds 
before operating. After suturing, an iodoform tampon, 
which is 1x> be removed in two days, is placed in the cervix. 
In 8 days the silk stitches are removed, and in 14 days 
the patients leave Jaquet^s clinic. 

The internal os is left undisturbed by Jaquet. He con- 
siders all the plastic operations upon the internal os quite 
irrational, because after operation he thinks that tiiere 
must be contraction of that structure, and from any ob- 
ject placed there to hinder the contraction there would be 
danger of infection. He thinks that women are in worse 
condition after plastic work upon the internal os than 
they were previously. 

In answer to the objection which might possibly be 
raised to his operation upon the ground that it was the 
curettage and not the discission which cured the sterility 
and dysmenorrhea, Jaquet states that a number of his 
cases had been previously treated by curettage. He found 
that after the ordinary dilatation the stenosis and the dys- 
menorrhea recurred and the sterility was not relieved. 

After operation upon 120 cases, carefully selected as 
above, Jaquet found the dysmenorrhea relieved in every 
case. In 66 per cent the patients conceived in from 1 to 
24 months. In several cases pregnancy ensued within four 
weeks after operation. 
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During an extended discussion following the reading of 
this paper, Olshausen called attention to the fact that in all 
probability only a very small percentage of the cases of 
sterility are due to cervical stenosis. According to the 
opinion of most writers about 50 per cent of all cases are 
due to lack of fecimdating ability in the male. Among 
the causes in the female are aflFections of the adnexa, im- 
movable retroflexion of the uterus, stenosis of the internal 
OS, vaginismus, lateral positions of the uterus and hypo- 
plasia of the ovarian parenchym-a. A number of operators 
spoke in favor of some form of operation for permanently 
widening the cervical canal, but they neariy all dififered in 
regard to the details of the technic. All acknowledge that 
the number of cases favorable for this operation was very 
small indeed. 

Sexual Sterilization. 

Under the title of Castratio mulieris uterina, L. Pincus^ 
discusses the indications for srterilization of women. The 
procedure he advocates is that of atmocausis, which when 
carried beyond the ordinary therapeutic indications 
obliterates part or all of the uterine cavity, and so prevents 
the loss of any more blood by menstruation. Pincus thinks 
that any married woman who suffers from an incurable 
disease such as phthisis, nephritis, etc., has the right to 
demand sterilization by a safe method such as atmooausis. 
In any case where life would be endangered by a future 
pregnancy such a procedure is justified. He reports a 
case of consumption and one of Bright^s disease in which 
by two applications in each case of steam for 40 seconds 
to 1 minute he obliterated the uterine cavity, with the sav- 
ing to the patient of a great deal of strength by preventing 
loss of blood during menstruation to say nothing of saving 
froln the dangers of pregnancy. 

In a later communication Pincus^ reporis another case 
and adds, as an indication, hemophilia, which of course 
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renders confinement a very dangerous experience for the 
hemophiliac. In one case of hemophilia, 3 years after 
operation vicarious menstruation began from the rectum, 
but was arrested by the removal of 3 small hemorrhoids. 
In another case, however, a sister of the former, vicarious 
menstruation began from the mouth. 

Commenting upon the papers of Pincus a number of 
other writers have agreed that castratio mulieris uterina is 
sometimes S'trictly indicated for both psychical and physi- 
cal reasons in married patients who are suflfering from in- 
curable ailments. The worry about the danger of becom- 
ing pregnant is no small factor in keeping them in poor 
condition. 
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